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Abstract 
Family Health Teams are primary health care teams that include family physicians,nurse 
practitioners, registered nurses, social workers, clerks, and other professionals who work 
together to provide comprehensive health care services within primary health care settings. 
For any family health team to function effectively, several requirements need to be present, 
such requirements include electronic medical health record, skilled employees, organizational 
readiness, and space suitability to accommodate the provision of health services through 
family health teams.. After more than 5 years of UNRWA's adoption to the Family Health 
Teams as an approach to provide comprehensive health services in the Gaza Strip. It is highly 
important and highly needed to extensively evaluate outcomes of providing health services 
through Family Health Teams.  
The design of this study is a mixed method that utilizes quantitative and qualitative data. The 
researcher collected quantitative data from beneficiaries of six UNRWA health centers across 
the Gaza Strip, and collected qualitative data from health service providers and key-
informants. Quantitative data were collected from 400 clients attending UNRWA's health 
centers and have been utilizing health services through family health teams. The 400 clients 
were selected using simple random technique from the study settings. For the qualitative part, 
in total, four focus group discussions with health providers from study settings and three in-
depth interviews with key informants of UNRWA Health Department were conducted.  Analysis 
of the data was conducted using SPSS program. The analysis involved frequency distribution, 
chi-square and ANOVA tests. 
The quantitative study findings have revealed that 86% of the study participant's preferred 
receiving health services through family health teams over the traditional approach of 
providing services, only 14% of participants prefer receiving health service through the 
traditional approach. The overall mean of perceived quality of health services provided 
through family health teams was 76.72%, and the overall mean satisfaction with health 
services provided through family health teams was 80.8%. From Clients' perspective, the 
overall mean of family health teams' appropriateness as a model to provide health services 
was 76.57%.  The majority of the quantitative study participants would recommend the 
utilization of health services provided by family health teams to their relatives and friends, 
(93.5%). There was statistically significant relationship between the three domains-perceived 
quality, satisfaction, and appropriateness- and having chronic diseases, regular patient follow 
up. Additionally, perceived quality and satisfaction were statistically significant with clients' 
age.  While having health insurance was statistically significant with the perceived quality of 
the provided services, satisfaction with the provision of health services through family health 
teams with and appropriateness of providing health services through family health teams.  
 
Quality of the provided services through family health teams could be improved by reducing 
the clients waiting time and increasing the contact time, strengthening follow up for chronic 
patients as well as updating protocols. It is also recommended that UNRWA's strengthens its 
systematic monitoring to improve the quality of the provided services. Finally, conducting 
further comparative studies to assess the impact of providing health services through family 
health teams across the five locations of UNRWA’s work and to deeply assess the long-term 
impact of providing health services through family health teams on improving health status of 
Palestinians are highly needed. 
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 تقييم نهج فريق صحة العائلة المطبق في عيادات وكالة الغوث الدولية بمحافظات قطاع غزة
 ملخص الدراسة
ُ٘ ػجبسح ػٓ فشق ِٓ ِمذِٟ اٌشػب٠خ اٌصؾ١خ الأٌٚ١خ ٚ رعُ ٘زٖ اٌفشق فش٠مب ِٓ أغجبء  )أ.ص.ف(فشق صؾخ الأعشح 
ٚ , ٚ أخصبء الاعزّبػ١١ٓ, ٚ ِّشظ١ٓ أٚ ِّشظبد اٌّغغٍ١ٓ فٟ ٔمبثخ اٌزّش٠ط, ٚ ِّشظ١ٓ ِّبسع١ٓ, الأعشح
ٚ غ١شُ٘ ِٓ اٌّّزٕٙ١ٓ اٌّخزص١ٓ ٚ ٠ؼٍّْٛ ِؼب عّ١ؼب ٌزٛف١ش خذِبد اٌصؾخ الأعبع١خ داخً إٌّشئبد , ِٛظف١ٓ وزّبة
٠غت رٍج١خ اٌؼذ٠ذ ِٓ , لأعً أْ ٠ؼًّ أٞ ِٓ فشق صؾخ الأعشح ثشىً فؼبي. اٌزٟ رمذَ خذِبد اٌشػب٠خ اٌصؾ١خ الأٌٚ١خ
اٌصؾخ الاٌىزشٟٚٔ ٚ  أ٠عب ِغّٛػخ ِٓ اٌّٛظف١ٓ  )ٍِف(عغً  : ٘زٖ اٌّزطٍجبد رزعّٓ. اٌّزطٍجبد الأعبع١خ
ٚ ٠غت أ٠عب رٛافش رشر١جبد داخٍ١خ داخً اٌّشاوض اٌصؾ١خ ٌ١زُ رّى١ٓ ٚ اعز١ؼبة إٌٙظ اٌّزجغ . اٌّخزص١ٓ ٚ اٌّٙشح
 .اٌغذ٠ذ فٟ رمذ٠ُ اٌخذِبد اٌصؾ١خ ٚ ٘ٛ ٔظبَ فشق صؾخ الأعشح
 
ظٙشد ؽبعخ ٍِؾخ اٌٝ رم١١ُ ٔزبئظ ارجبع إٌظبَ اٌغذ٠ذ , ثؼذ أوضش ِٓ خّظ عٕٛاد ِٓ رطج١ك ٔظبَ فشق صؾخ الأعشح
فئْ ٘زٖ اٌذساعخ رؼزجش اعزغبثخ ٌٍؾبعخ إٌٝ رم١١ُ ٘زا إٌٙظ ٚ إٌظبَ اٌغذ٠ذ , ٚ ثبٌزبٌٟ. اٌّزجغ فٟ إٌّشئبد اٌصؾ١خ
 . )الأٚٔشٚا(اٌّزجغ فٟ اٌؼ١بداد ٚ اٌّشاوض اٌصؾ١خ اٌزبثؼخ ٌٛوبٌخ اٌغٛس 
 
. فئٔٙب دساعخ ٚصف١خ ٚ رؾٍ١ٍ١خ شبٍِخ رغطٟ ِض٠ظ ِٓ اٌغٛأت اٌّؼٕ١خ ثٙب اٌذساعخ, أِب ثبٌٕغج١خ ٌٙ١ىٍ١خ اٌذساعخ اٌىّ١خ
 َٚلب, لبَ اٌجبؽش ثؤخز اٌؼ١ٕخ اٌّؼٍِٛبد اٌىّ١خ ِٓ اٌّغزف١ذ٠ٓ اٌّزشدد٠ٓ اٌٝ عزخ ِشاوض صؾ١خ ِٛصػخ ػٍٝ لطبع غضح
اٌّؼٍِٛبد اٌىّ١خ رُ ,ا٠عب ثغّغ اٌج١بٔبد إٌٛػ١خ ِٓ ِمذِٟ اٌخذِخ اٌصؾ١خ ٚ اٌّغؤٌٚ١ٓ ثٛوبٌخ اٌغٛس فٟ لطبع غضح
 ِغزف١ذ ٠ؾصٍْٛ ػٍٝ اٌخذِخ ِٓ ِشاوض اٌصؾخ الاٌٚ١خ اٌزبثؼخ ٌلأٚٔشٚا ٚ٠غزف١ذْٚ ِٓ 993اٌؾصٛي ػٍ١ٙب ِٓ 
فٟٙ ػٓ غش٠ك عّغ , خذِبد ٔٙظ فش٠ك صؾخ اٌؼبئٍخ ٚ ثبٌٕغجخ ٌطش٠مخ اخز١بس اٌؼ١ٕخ اٌزٟ ثٕ١ذ ػٍ١ٙب ٘زٖ اٌذساعخ
أِب ثبٌٕغجخ ٌٍغضء اٌزٞ ٠زؼٍك .  اٌؼ١ٕخ اٌؼشٛائ١خ ٚ رُ رطج١مٙب فٟ عزخ ِشاوض صؾ١خ ربثؼخ ٌلأٚٔشٚا داخً لطبع غضح
لبَ اٌجبؽش ثئعشاء أسثغ ِغّٛػبد ثؤس٠خ ِغ ِمذِٟ اٌخذِبد اٌصؾ١خ ِٓ اٌّشاوض , ثبٌج١بٔبد إٌٛػ١خ ِٓ اٌذساعخ
لبَ اٌجبؽش أ٠عب ثئعشاء صلاس ِمبثلاد فشد٠خ رعّٕذ أعئٍخ ِزؼّمخ , ٚ ػلاٚح ػٍٝ رٌه. اٌصؾ١خ اٌغزخ اٌزبثؼخ ٌلأٚٔشٚا
رُ ارجبع الاعشاءاد اٌشئ١غخ .  اٌّؼٕ١ٓ ثبٌمعب٠ب اٌصؾ١خ ِٓ ِٛظفٟ ٚوبٌخ اٌغٛس فٟ لطبع غضحِْغ وجبس اٌّغؤٌٟٚ
ٚ اخزجبس رٟ ٚ ِٓ صُ رُ , ٚ اخزجبس اٌؼلالخ, ٌلإؽصبء ٚ الاخزجبساد راد اٌطبثغ الأوبد٠ّٟ اٌّزجغ ِضً اخزجبس ِشثغ وبٞ
ٚ رُ أ٠عب اػزجبس اخزجبس أٔٛفب أؽبدٞ اٌٛعٗ أٚ الارغبٖ لذ  وبْ ِٓ . رطج١ك ِجذأ اٌزجٛ٠ت اٌزمبغؼٟ ػٍٝ ٔزبئظ الاخزجبساد
ظّٓ اٌطشق اٌّزجؼخ ٌٍزؾشٞ فٟ اٌؼلالبد ث١ٓ اٌّزغ١شاد اٌّخزٍفخ ٚ اٌؼلالبد اٌزٟ لذ ٠ؾزًّ ٚسٚد٘ب ث١ٓ اٌّزغ١شاد 
 :ٚ وبٔذ إٌزبئظ اٌشئ١غ١خ اٌّزشرجخ ػٍٝ  اٌذساعخ وبٌزبٌٟ.ف١ّب ث١ٕٙب
 .ِٓ اٌّشظٝ ٠فعً ٔٙظ فشق صؾخ الأعشح ػٍٝ إٌظبَ اٌزمٍ١ذٞ ٌزمذ٠ُ اٌخذِبد% 68ٔغجخ - 
 .   فمػ ِٓ اٌّشبسو١ٓ لبٌٛا ثؤٔٙب ٠فعٍْٛ إٌظبَ اٌزمٍ١ذٞ ٌزٍمٟ اٌخذِبد اٌصؾ١خ% 41ٔغجخ - 
ثبٌٕغجخ ٌزم١١ُ اٌّشبسو١ٓ ٌٍخذِبد اٌصؾ١خ اٌّمذِخ ػٓ غش٠ك ٔظبَ % 27.67ثٍغ ِزٛعػ ٔغجخ عٛدح اٌخذِخ اٌّمذِخ - 
ٚ , %8.08ٚ ث١ّٕب وبْ ِزٛعػ ٔغجخ سظبُ٘ اٌؼبَ ػٓ ٔٙظ فشق الأعشح فٟ رمذ٠ُ اٌخذِبد اٌصؾ١خ , فشق صؾخ الأعشح
أِب ٔغجخ اٌّشبسو١ٓ اٌز٠ٓ .  فٟ رمذ٠ُ اٌخذِبد اٌصؾ١خ% 75.67ثٍغ ِزٛعػ ٔغجخ ِلائّخ ٔٙظ فشق صؾخ الأعشح 
سصذ ٚ رُ %. 5.39أٚصٛا ألبسثُٙ ٚ أصذلبئُٙ ثزٍمٟ اٌخذِبد اٌصؾ١خ ػٓ غش٠ك ٔظبَ فشق صؾخ الأعشح وبٔذ 
اٌغٛدح اٌّذسوخ ٚ ِلائّخ إٌظبَ فٟ رمذ٠ُ اٌخذِخ ٚ ا٠عب اٌشظب ػٓ (: ا٢ر١خٔطبلبد  راد دلاٌخ اؽصبئ١خ ثجٓ ايحػلاق
ٚ رُ أ٠عب ). اصبثخ اٌّش٠ط ثّشض ِضِٓ ٚ ا٠عب ِذٜ أزظبَ اٌّزبثؼخ ِغ اٌّشوض اٌصؾٟ(ِغ  )اٌخذِخ ثبٌٕٙظ اٌّزجغ
ٚ اٌغٛدح اٌّذسوخ ٌٍخذِخ , سصذ أْ ػبًِ اٌغٓ وبْ ٌٗ ػلالخ إؽصبئ١خ ِغ اٌشظب ػٓ رمذ٠ُ اٌخذِخ ثبٌٕظبَ اٌّزجغ
ٚ ِلائّخ ٔظبَ فشق , فىبْ ٌٗ ػلالخ فٟ ل١بط اٌغٛدح اٌّذسوخ, ٚ ثبٌغٕجخ ٌؼبًِ اِزلان اٌزؤِ١ٓ اٌصؾٟ. اٌّمذِخ أ٠عب
 .اٌصؾخ فٟ رمذ٠ُ اٌخذِبد اٌصؾ١خ ٚ أ٠عب اٌشظب ػٓ إٌظبَ فٟ اٌخذِبد اٌّمذِخ
 
فٟ إٌٙب٠خ اٌجبؽش ٠مزشػ اْ عٛدح اٌخذِبد اٌصؾخ اٌّمذِخ ِٓ خلاي ٔٙظ فش٠ك صؾخ اٌؼبئٍخ ٠ّىٓ اْ رزؾغٓ ِٓ خلاي 
ا٠عب اٌجبؽش ٠مزشػ ِزبثؼخ ِشظٝ . رمٍ١ً ٚلذ أزظبس اٌّشظٝ ٚ ص٠بدح ِذح اٌؾصٛي ػٍٝ اٌخذِخ ٠شىً وبفٟ
الاِشاض اٌّضِٕخ ثشىً وبفٟ ٌزغٕت اٌّعبػفبد اٌزٟ لذ رؾصً ٌُٙ ثذْٚ ِزبثؼخ ٚ ا٘زّبَ ٚ اٌؼًّ ػٍٝ رؾذ٠ش 
ٚ ا٠عب رمٛ٠خ ٔظبَ اٌّشالجخ ٌٍؾصٛي ػٍٝ عٛدح ػبٌ١خ ِٓ خذِبد , اٌمٛأ١ٓ ٚاٌعٛاثػ اٌّزؼٍمخ ثبٌخذِبد اٌصؾ١خ
 رؤص١ش ارجبع ٔٙظ فشق صؾخ  ِمبسٔخفئْ صبؽت اٌجؾش ٠مزشػ ثئعشاء اٌّض٠ذ ِٓ الأثؾبس ٌذساعخ, ٚ أخ١شااً .اٌصؾخ
 ٚ ٠شٜ  فٟ اِبوٓ رٛاعذُ٘ ثبلألبٌ١ُ ٌخّغخ ٠ٓلاعئ١ٕبٌفٍغط١ٕٟالأعشح ػٍٝ عٛدح اٌشػب٠خ ٚ اٌخذِبد اٌصؾ١خ اٌّمذِخ ي
 ٜاٌصؾ١خ إي رطج١ك ٔٙظ فشق صؾخ الأعشح فٟ رمذ٠ُ اٌخذِبد ٠م١ُ ِذٜاٌجبؽش أ٠عب أْ ٕ٘بٌه ؽبعخ لإعشاء ثؾش 
  .ِٕٙبط فشق صؾخ الأعشح اصشٖ ػٍٝ رؾغ١ٓ  اٌؾبٌخ اٌصؾ١خ ِٓ خلاي ٚ,  ػٍٝ اٌّذٜ اٌجؼ١ذْاٌفٍغط١ٕ١ٟ
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Chapter 1 
 
Introduction  
1.1 Background  
 
Family Health Teams (FHT) are primary health care providers that include a team of 
family physicians,nurse practitioners, registered nurses, social workers, clerks, and other 
professionals who work together to provide primary health care services within primary 
health care settings. For any FHT to function effectively, several basic requirements need 
to be presented. These requirements include electronic health records, skilled employees, 
and prepared internal arrangements inside the health centers to accommodate the provision 
of services through FHT. The extent to which these requirements are presented increases 
the chances of achieving good outcomesby the FHT(Hogan, 2007; Keen,2003). 
Previously, the United Nations Relief and Works Agency for Palestine Refugees in the 
Near East (UNRWA) used to provide health service through traditional ways through 
different providers distributed in different places within health centers, thus, in each visit, 
patients consult different health care providers. Generally, the traditional provision of 
health services jeopardizes the provision of comprehensive patient-centric services 
(Zwane, 2005). The FHT focuses on the treatment of diseases and also helps families to 
adopt healthy lifestyle through understanding the common health risks that a family might 
face. FHT approach helps health care providers to provide comprehensive health service, 
prevent the spread of communicable disease, and controlling further epidemic diseases that 
could threatens families. Finally, FHTapproach is a good strategy to build a trust 
relationship between patient and health care providers which in turn achieve a high level of 
patient satisfaction with the provided services. With regard to UNRWA’s health service, 
previously Non-Communicable Diseases (NCD) and Mother and Child Health (MCH) 
services were provided through the traditional way which means involving different 
providers in each visit. Currently, UNRWA has adopted the FHT approach to provide 
services in which each family is served by one team that is composed of  one physician, 
one nurse, one midwife and one clerk (UNRWA, 2012). The new FHT approach was 
adopted as a model for service delivery in 2011. It aimed to provide services in a cost 
effective and efficient way, with the best attainable level of quality. It has been also 
adopted in the West Bank, Lebanon, Jordan, and Syria.  
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1.2 Study Significance  
The FHT approach is a new a modern fairly new approach to deliver quality of health care. 
UNRWA’s FHT is a client-centered approach which was introduced originally to improve 
the health status of Palestinians (UNRWA, 2016a). Within the context of the Gaza Strip, 
the FHT is expected to deliver highquality services, ensure the accessibility to 
comprehensive health services, and help in controlling and eliminating communicable and 
non-communicable diseases (UNRWA, 2015). Additionally, FHT approach is expected to 
fairly distribute the workload among the health care providers. Generally, after more than 
five years of adopting and implementing the FHT approach within UNRWA health 
centers, there is a need to evaluate the outcomes of FHT approach.  
1.3 Study Justification 
The number of Palestinian refugees has increased over the past years, thus, the demand for 
health services has been increased due to different factors, such as population growth, 
frequent wars, changes in the population structure. With the overall aim of improving the 
health status of Palestinians, UNRWA is committed to deliver health services that are 
considered of good quality, highly accessible, and affordable. To improve the health of the 
Palestinian population, UNRWA has been providing comprehensive package of primary, 
secondary, and tertiary services. The provision of services is free of charge. In response to 
the high demand of health services, UNRWA has initiated administrative reform which is 
the introduction of FHT. The FHT approach was introduced as a pilot study program in 
2011 in two health centers. After the piloting stage, UNRWA has expanded the FHT to be 
implemented in its 22 centers after making sure of staff readiness, full functionality of the 
e-health system. After more than 5 years of implementing the FHT approach, there is a 
need to extensively evaluate outcome of the FHT. Thus, this study is a response to such 
need, the study will be the first one to evaluate this new approach within the UNRWA 
clinics. The study will propose recommendations that could be used by policy makers in 
UNRWA to improve the quality of the provided services.  Additionally, findings of this 
study could be used by other health care providers such as the Ministry of Health (MoH) to 
reform the service provision.  
1.4 Aim of the study 
This study aims to evaluate the family health team approach implemented at UNRWA-
health care centers in the Gaza Strip, in order to propose recommendations that could 
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improve outcomes of the FHT approach, and thus, improve the overall wellbeing of the 
Palestinians in the Gaza Strip. 
 
1.5 Objectives of the study 
1. To examine the appropriateness of FHT approach at UNRWA health centers 
2. To assess the perceived quality of FHT, from patients’perspectives 
3. To assess the patient satisfaction with the FHT approach at UNRWA health centers 
4. To propose recommendations that could improve the outcomes of FHT 
 
1.6 Context of the Study 
1.6.1 Socio demographic context 
Palestine is located in Southwest Asia in the southern part of the East coast of the 
Mediterranean Sea, and is located in the heart of the world, that makes it a bridge between 
the continents of Asia and Africa, and between the Mediterranean and the Red Sea (PIC, 
2010). According to the Palestinian Central Bureau of Statistics (PCBS), in 2018, the total 
population who live in the Gaza Strip and West Bank was about 5 million, including about 
2.1 million in the GS. Based on these estimates the urban population is accounted for 
73.9% in 2016 and the percentage of the population living in the rural area is 16.6%, while 
in the refugee camps accounted for 9.5%. The Palestinian community in the GS residents’ 
young more heavily than it is in the West Bank, estimated the proportion of individuals in 
the age group (0-14) in the middle of the year 2017 was 38.9% of the total population in 
Palestine, by 36.6% lived in reality in the West Bank and 42.6% in the Gaza 
Strip(PCBS,2018). The Gaza Strip is a very narrow piece of land along the Mediterranean 
Sea, a narrow section about 365 Km
2
. It is approximately 41 km long and between 6–12 
km wide (UNEP, 2009).   
The GS comprises 7 towns, 10 villages and 8 refugee camps. It was occupied by Israeli 
army in 1967 until the Palestinian National Authority returned back after the Oslo Accord 
between Israel and Palestinians signed in 1993. But Israeli army and settlers' withdrawal 
completely occurred in August 2005, however military forces maintain 
existence,monitoring, and controlling of all GS borders and crossing points as well as the 
40 km of cost line and air space of this narrow strip of land (MOH, 2009).  According to 
the PCBS, the high population density in Palestine in general and especially in the GS is 
due to the concentration of about 2.1 million people in an area not exceeding 365 km
2
. 
Those people are mostly Palestinian refugees who had to abandon their families to flee 
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from the occupied towns in 1948, in addition to high natural increase of the Gaza Strip 
population. In 2018 the estimated population density was 823 individual/km
2
 in Palestine, 
532 person/km
2
 in the West Bank versus 5324 individual/km
2
 in the GS (PCBS, 2018). 
Economic conditions in the GS became worse due to the Israelblockadeof the GS and after 
the political segregation between the GS and the WB in June 2007. Israeli security 
imposed effective border control, this led to high unemployment and poverty rates.The 
Israeli military aggression in July 2014 has led to the further depression aid-dependent 
economy in the GS. The supporters donated to rebuild the destructed houses after the 2014 
war, but Israeli restrictions complicated the post conflict needs, with almost 22,000 people 
remaining internally displaced as end of February 2018. The blockade on the sea, land and 
the air has remained since 2007, and three wars happened that increased the hardness of 
life in the GS. Before the blockade in 2005, Gaza was able to export 9,319 truckloads of 
goods (e.g. textiles, furniture, vegetables, etc.).This number fell to 113 truckloads (PCBS, 
2015). The blockade has created very high aid dependency rates over 80 per cent of the 
people of GS depend on humanitarian assistance. According to PCBS, the unemployment 
rate stood at an average of 41% in2015 and for youth at 61 per cent. UNRWA works to 
address these issues through its regular operations by short-term employment 
opportunities. In 2015, the Agency created over 29,000 jobs, reducing unemployment by 
6.2 per cent and the blockade created US 8.6$ million extra costs for UNRWA (UNRWA, 
2016b). 
1.6.2 Palestinian health care system 
Ministry of health (MoH) is the main health care provider in the GS,and are struggling to 
provide a high quality of medical services to meet the high demand of health services.In 
the GS the health care providers are MoH ,UNRWA, NGOs,and private sector.The (MoH) 
provides primary ,secondary ,and tertiary services.The services for mother and child are 
free of charge. There are 54 primary health centers in the GS (MoH, 2013). 
1.6.3 UNRWA Services  
UNRWA was established by the UN General Assembly in 1949 and is mandated to 
provide assistance and protection forabout 5 million registered Palestinian refugees. Its 
mission is to help Palestinian refugees in Jordan, Lebanon, Syria, WB and GS to achieve 
their full potential in human development. UNRWA's services include education, health 
care, relief and social services, improvements of the infrastructure of the camp, 
microfinance and emergency assistance. UNRWA is funded almost entirely by voluntary 
contributions from all over the world (UNRWA, 2015).  UNRWA's programs are classified 
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under the following departments: education, health, relief and social service, infrastructure 
and camp development (UNRWA, 2015).Through its 22 centers, UNRWA provides 
health-care services to the vast majority of over 1.2 million Palestine refugees in the GS. It 
also provides daily care and laboratory services at 22 centers and radiology services that 
are available at 7 centers, and dental services are available at 19centers.  Across the GS, 
psychological trauma, poverty and environmental degradation have had a negative impact 
on resident’s physical and mental health. This includes children who suffer from anxiety, 
distress and depression.  UNRWA also provides psychosocial support through qualified 
counsellors to help Gaza's, particularly school students to overcome their difficulties and 
distresses.  According to the latest report published by UNRWA, the total registered 
population accessing UNRWA health services was 1,372,440 (96.9%) (UNRWA, 2017). 
In 2017, the outpatient consultations for generalphysicians were 3,826,940 at the same 
time specialists’ consultation were 31,557At each health center the average daily medical 
consultations decreased from 85 in 2016 to 78 in 2017  per physician (UNRWA, 2017). 
1.7 Operational Definitions 
1.7.1 Family Health Team 
FHT consist of doctors, nurses, nurse practitioners, social workers, dietitians and other 
health care professionals who work collaboratively, each utilizing their experience and 
skills so that people can receive the best care, when you need it, as close to home as 
possible (Ontario Ministry of Health, 2016). 
1.7.2 Perceived Quality 
Perceived quality can be defined as the customer's perception of the overall quality or 
superiority of a product or service with respect to its intended purpose, relative to 
alternatives (Aaker, 1991). 
1.7.3 Evaluation 
This is a systematic way of learning from experience and using the lessons learnt to 
improve current activities and promote better planning by carefully selecting alternatives 
for future action (WHO, 1981). 
1.7.4 Client Satisfaction 
It is the degree to which individuals or community agrees with the nature, volume and 
quality of care services that delivered to their health needs and expectations (WHO, 2007)  
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Chapter 2 
Conceptual Framework and Literature Review 
 
2.1 Conceptual Framework 
 
The conceptual framework represents the researcher synthesis of study. The conceptual 
framework sets the stage for the presentation of the particular research question that drives 
the study based on the formulation of the study problem. The ―problem statement‖ of a 
thesis presents the context and the issues that motivated the researcher to conduct the study 
(McGaghie et al., 2001). Conceptual to evaluate the FHT approach, Donabedian’s model is 
applied. This model is universally accepted and widely used in the health service literature, 
especially in developing quality standards (Ibn El Haj et al., 2007). As shown in Figure (1) 
the proposed framework consists of the main factor that could be evaluated through 
patients-factors, providers-factors and process-factors. 
2.1.1 Patient factors 
The researcher investigated the effect of three factors that may affect the implementation 
of the FHT approachat UNRWA health centers which consist of the demographic factors, 
the socioeconomic factors and the medical profile factors. Demographic data includes the 
age and the marital status of the patient that could affect the implementation of the FHT 
approach, as well as the socioeconomic factor which includes the income of the family and 
its level of education. The health status or the medical profile of the patient can also affect 
the implementation of the FHT approach. The researcher also included the type of medical 
condition which led to the utilization of  FHT services and the type of visit to the health 
center Figure (1). 
2.1.2 Health care provider factors 
This consists of four factors: knowledge and qualifications of the health care provider, as 
well as opinion and attitude that may affect the implementation of the FHT approach.The 
researcher think that the above factors will greatly affect the implementation and the 
provision of health services through FHT and the outcome of the provided services. 
2.1.3 Process factors 
The researcher will study the importance of six factors on the implementation of the FHT 
approach, as to know their role and effect through qualitative investigation. The researcher 
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will investigate the relationship between the process factors and their effect on provision 
the health services through FHT as shown in Figure (1) 
Factor 1: Staff Training 
Continuous staff training contributes to increase the skills of the staff, and it increases their 
ability to apply protocols. Training also help to change the staff’s attitudes, behaviors, and 
performance by different methods like ―on the job training‖, classroom training or even 
informal training (Carter, 1997). 
Factor 2: Workload 
The workload is defined as the amount of work that can be performed usually within a 
specific period of time. At UNRWA, the workload is an indicator of the daily journal of 
work and can help to estimate the needs of human resources and the population that centers 
can cover.  
Factor 3: Readiness of the staff 
It is the level to which the staff employed by UNWRA is qualified and ready to be trained 
to adapt to the changes associated with the new approach of service provision. Coaching is 
an important element that can increase staff readiness to implement the reform effectively 
and efficiently.  
Factor 4: Protocols 
UNRWA has guidelines and technical instructions ―protocols‖ applied at UNRWA health 
centers. These protocols organize the work precisely and in accordance to World Health 
Organization (WHO) standards. 
Factor 5: Monitoring and Supervision 
The role of the supervisor is to coach the staff under his/her responsibility to get updated 
continuously about professional changes as well as to collect data and monitor the work 
process.Supervisors also guide their staff on how to react to errors, and to take the right 
decisions in accordance.  
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Figure(2.1) Conceptual Framework  
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UNRWA's―e-health‖ was a major factor to implement the FHT approach. It assures that 
documented files will help the health care providers to deliver their services precisely. The 
researcher will investigate this factor and how it affects the implementation of the FHT 
approach. 
2.2 Literature review 
 
2.2.1 Family Health Team  
 
The FHT is an approach designed to bring the health care providers to interact and work 
together, in order to provide a good quality care to the patients (WHO, 2008). FHT is 
composed of physicians, nurses, social workers and a dietitian, health care professionals 
who can coordinate with each other to provide quality health care (WHO, 2008). It is a 
new health reform and is patient-centered to obtain the best quality of primary public 
health care (Europa, 2015). 
2.2.2 Team and Collaborative work 
 
Teamwork involves sharing ideas to develop and address shared goals.  Collaborative work 
yields effective benefits and its possibilities are expanded due to the existence of the 
internet and other online options. Through teamwork, problems can be more easily solved, 
knowledge better exchanged, and experiences shared. The health care team generally uses 
the terms 'multidisciplinary' or 'transdisciplinary' to describe the type of collaboration 
among team members. It was found by (Opie, 1997; Sands, 1993; Satin, 1994) that it is 
most useful to conceive of these terms as not distinct or opposing concepts, but as existing 
along a continuum from loose coordination, through interdependency, to role-blurring and 
synergistic teamwork. Two models of disciplinary relationships were applied. The first 
model was multidisciplinary, and the second was transdisciplinary, in which the team 
members collaborated without joint planning and or coordination, yet with good 
results.Campbell and Cole (1987) defined the multidisciplinary team as a team that is 
working together, that is interacting formally but working independently, while Jones 
(1997) defined the multidisciplinary group of professionals as a process of communication 
channels either verbal or written or both, involving the health care providers and patients 
with their families to coordinate for a common goal for the patient. 
Studies indicate that effective collaboration leads to a synergy that can improve the care of 
the patients. Pike (1991) indicated that team members must trust and respect each other 
and develop strong relationships. While Cott (1998) indicated that teamwork functions 
promote cooperation and collaboration among professionals. Griffiths (1998) indicated that 
lower ranked team members sometimes use strategies to resist instructions coming from 
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the high level management and to avoid direct confrontation. Abramson & Mizrahi (1996) 
and Sands, and colleagues (1990) indicated that conflicts can decrease collaborative work 
among professionals.The size of the team can be considered as a factor, too. The bigger the 
team, the less civilized social behavior   and the result will be felt in the social behaviors of 
these individuals (Stahelski & Tsukuda, 1990). 
 
2.2.3 Advantagesof providing health services thorough Family Health 
Team approach  
Globally, the FHT was conceived and applied first in Canada (2003, 2004), and the policy 
priorities, and health accord were executed promising the Canadian to recognize health 
care into teams, and the most appropriate providers, in the most appropriate settings (Cote 
et al., 2008). The FHT can improve the continuity of care and as well as quality (Gaboury 
et al., 2009) and patients can have good accessibility to their health needs and to the right 
treatment at the same time (Herbert, 2005). It can also reduce errors in the treatment 
(Willison, 2008) and it improves the patients’ health (Sargeant et al., 2008). The FHT 
approach was implemented also in Brazil through a constitutional change the right to 
health care in 1988. At that time the FHT program has shifted the health care strategy from 
a heavy hospital system to primary health care system in 1994 (Ling chi and Cashin, 
2011). Countries like Canada, Australia and United States of America have adopted this 
approach. Like elsewhere, it improved the residents’ health with lower costs associated 
with provision of health services.  This approach also improved the care for chronic and 
complex conditions (Russell et al., 2017). As part of the FHT approach, UNRWA has 
introduced operational changes to improve efficiency in the clinics. These include the 
reorganization of the staff to work in teams, the use of appointment systems, the 
introduction of e-Health – an electronic management system for patient files – and physical 
modifications in the clinics to facilitate patients’ access (UNRWA, 2013). The FHT aims 
to improve the overallaccess to primary health care, and will include teams of different 
sizes that will work together in different sizes to fulfill the needs of the community it 
serves. For comprehensive health care the patient canbuild a strong and long lasting 
relationship with their health care providers.  The FHT will be able to address and control 
chronic diseases by treatment and monitoring (UNRWA, 2013). Improving the patient’s 
general health will lower the need for emergency interventions (WHO, 2008). Knowledge 
and skills are shared between the physicians and the nurses who work together to create a 
positiveenvironment which will be beneficial for all (WHO, 2008). Soubhiand Colleagues 
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(2009) found that quality of the care improves when two or more professionals are willing 
to put together their specialty and knowledgein a way that benefit the patient. Other 
researchers, Suter et al. (2009) indicated that a team can be effective when working skills 
contribute to share plans and goalsand are willing to collaborate. Another study has 
suggested thata good relationship between nurses and physicians can improve the 
communication and interaction between the health care providers (O'Brien-Pallas et al., 
2005). 
 
2.2.4 Requirements to provide services through FHT  
 
In order to properly implement the FHT, the clinics need enough physical spaces to 
accommodate all the team members and allow the services to go along effectively. Enough 
time spent with the patient plays an important role in quality of the provided care. Socially, 
this wasa difficult point to be considered according to Willison (2008). Inadequate 
communication and technology can be a barrier to the effective implementation of the 
FHT. Difference of competencies among team members due to lack of interprofessional 
education and training can play a role as a barrier in the implementation of the FHT. 
Inappropriate monitoring can be a strong barrier to the development of the FHT Approach 
(Canadian Conference Board, 2012) and fail to provide needed information about the 
adoption of the reform. 
 
There are five fundamental building blocks that play an important role in the successful 
implementation of the FHT (Shahin, 2013).  
 One of the main factors for implementing the FHT program is commitment to carry 
out the protocols. Its lack would be a barrier to the success of the FHT approach. 
 Insufficient human resources like the lack of family doctors and other health 
professionals working together is a limitation to the effectiveness of the teams. The 
size of the team should be adapted according to the sizes of families and their 
needs. If not, the care will suffer. 
 Accommodation and remodeling of the spaces available in the health centers is 
vital to accommodate the family and the teams.  
 Lack of knowledge can be considered as a barrier to implement the FHT, too, as 
well as lack of communication between the family, the health care providers and 
the community.  
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 The provision of electronic medical record can be considered as a building block 
which greatly helps in the implementation of the FHT (Shahin, 2013). 
 
2.3 UNRWA's Family Health Teams  
 
In 2011 UNRWA started to implement a new major health service reformafter previously 
using the traditional way of providing health care, andwas based on a vertical approach 
between patient and health professionals. The traditional system is no longer adapted to the 
present health care needs (UNRWA, 2011a).  It is a comprehensive interdisciplinary 
medical team formed especially to provide public health care to families within UNRWA 
centers. Each team is composed of one doctor, one nurse, one midwife and a clerk (Europa, 
2015). UNRWA's FHT approach is patient-centered rather than disease centered. The 
patient is seen each time by the same team, which can focus on the comprehensive health 
needs of the person and the entire family. FHT maintain the relationship between the 
health care providers and their patients, and a continuity of care is obtained (UNRWA, 
2011c). There was extensive consultation and preparationbefore the implementation of the 
FHT. Two health centers were chosen to house the pilot program in the Gaza strip and in 
Lebanon. UNRWA has adopted a learning-by-doing approach depending on the pilot 
experience. Based on UNRWA there were ten steps to be followed for the development of 
FHT in the health facilities as shown in Figure (2.2).  The ten steps are interlinked to 
implement the FHT according to timing and sequencing.  
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Source: UNRWA annual report, 2011 
 
Positive reaction to the approach between the health care providers and the patients in the 
pilot health centers was observed until the end of 2011. The success of the pilot study 
generated great motivation in the healthcare professionals to start implementing the 
approach at their own center. Lessons learned from the pilot program expanded to the other 
health centers at UNRWA. After the adoption of the FHT approach and its implementation 
across the five fields as shown in Annex (6),and after the five years succeeding the 
implementation the of FHT approach, The workload became equitable and the teamwork 
structure was one of the strong factors perceived by the staff. Professional satisfaction of 
the FHT resulted from having the responsibility for the comprehensive health care of the 
patients registered with them.  
 
2.4 The difference between FHT and traditional way of service provision  
 
Prior to the establishment of FHT, health care was provided by different units scattered in 
various places within the clinic. Patients had a different doctor to deal with at each visit. 
With this new system, patients will be dealing with all their family and during every visit 
by the same team of professionals: the same doctors, nurses and midwives. Each team is 
responsible for caring for families registered with them. The team’s focus is on the 
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treatment of diseases, but will also help address the patients’ life style issues to improve 
overall health. Thus ensuring that patients get a more comprehensive treatment by their 
FHT (Rosser et al., 2011). 
2.5 Services provided by the FHT approach 
2.5.1 Primary health services 
Palestinian refugees have access to comprehensive health care provided by their FHT 
(UNRWA, 2015). It includes all outpatients, screening, mother and child care. 
2.5.2 Maternal health care 
Registered Palestinian refugee pregnant women can receive regular check-ups which are 
subsidized by the Agency (UNRWA, 2015) and which include the use of screenings, 
supplements to prevent congenital malformation, protection against micronutrient 
deficiencies, and high-risk hospital deliveries. 
2.5.3 Infant and child care 
The FHT approach provides mothers with health education and counseling on child care. 
Infants and children from birth to 5 years old receive a thorough medical examination in 
the clinics. The services include growth monitoring, immunization, screening for 
disabilities and child abuse, oral health, vitamin supplementation (UNRWA, 2016a). 
2.5.4 Adolescent and adult care  
 Palestinian adults can use the preventive and curative services within the UNRWA health 
centers.  These services include screening for breast cancer, family planning, community 
mental health and psycho-social support, gender-based violence screening and counseling, 
outpatient services, health education and nutrition awareness, dental health services, 
diagnostic services, and physical rehabilitation(UNRWA, 2015). 
2.5.5 Active aging and the burden of chronic disease 
UNRWA focused on chronic diseases, particularly hypertension and diabetes mellitus, 
because of being common condition among Palestinians, and the morbidity numbers, went 
down, but a rise occurred of cases of cardiovascular diseases and cancer, so UNRWA 
started several screening programs to minimize and detect these diseases (UNRWA, 2015). 
2.5.6 Support services 
 
UNRWA introduced an electronic patient record system referred as 'e-health'. The current 
patient record system is based on hard-copy folders. As a complement to the FHT 
approach, e-health ensures that FHT can readily follow and offer curative or preventive 
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services as result of having consolidated information about the patient’s health (UNRWA, 
2015). 
2.6 Stages of Development and Associated Activity: 
After the initial building of the FHT approach, its completion should be submitted to the 
Ministry of Health, so that team requirements to provide services are obtained, as well as 
the decision about the program to be continued in the future.The second step should be the 
definition of a management structure to set the responsibilities and duties inside the FHT. 
Financial management should be present in order to provide funding and to ensure 
accountability and reporting by the ministry, with regard to the strategic and the FHT 
planning approach. Long term objectives should be applied, also procedures and plans to 
be set to achieve the objectives. It will help to know about the people’s health needs, and if 
they are met. So the FHT will have a mission, a vision and goals to ensure that every staff 
member understands and works to reach the desired goal of the FHT. Also demographics 
can be defined for the development plan to become fully operational to improve the health 
outcome. According to business plans and funding stage and in order to build the FHT, the 
plan should be set to acquire resources, refine program needs, and be required to develop a 
business plan for the FHT and to develop a staff plan. An early implementation should be 
considered before the completion of the business plan to find the funding necessary to start 
delivering some programs and services to identify the needs of the patients.Regarding the 
preoperational stage in building FHT resources, and spaces should be made available to 
implement the FHT and to carry out the activities for making the team operational.Family 
Health Teams need appropriate spaces to accommodate the health teams and staffing 
complements to complete a detailed capital improvement planning process. Finally, 
regarding the operational stage in building FHT, this stage will complete the building of a 
collaborative team to meet the patients’ needs through developed programs in order to 
assess and adjust the programs, as well as to ensure service delivery through the EMR to 
adjust the services to the general public.  
Figure(2.3) Family Health Implementation Road Map 
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2.7 Patients factors affecting the implementation of the FHT 
In this study, patients' factors include demographic, socioeconomic and medical profiles 
that can help in the implementation of the FHT. 
 
2.7.1 Socio-demographic factors 
Literature generally indicates that demographic and socio-economic factors have an effect 
on the implementation of the FHT and the use of health services.  Several studies found 
that the demographic profile of a patient (age, marital status) and the socioeconomic profile 
(income, educational level) had an effect on the perception of health care and the 
satisfaction of the patient (Alrubaiee and Alkaa'ida, 2011). 
Another study conducted in the United States found that socio-economic factors such as 
low income are a barrier to receive timely and appropriate health care, even when the 
patient was under health insurance coverage (Escarce and Kapur, 2006).  Another study 
that was conducted in Al Bahrain found that the demographic factor (age, marital status) 
and the socioeconomic factor affected the perceived health care of women (Mukhaimer, 
2010). 
2.8 Process factors affecting the implementation of the FHT 
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There are six factors that can play a major role and affect the implementation of the FHT 
approach, and the researcher is going to mention them and their importance.  
2.8.1Staff Training 
When staff is lacking access to adequate training it is a barrier for the implementation of 
the FHT. The staff will be lacking skills and confidence to do the assigned work (Eassom 
et al., 2014). Staff training for any implementation of a program became more important 
than ever. Staff training not only increases competitively but supports the organizational 
goal, so good training and developing new approaches will help the organization grow and 
retain the best staff members and achieve better outcomes (Allen, 2017).  Training and 
support to the staff don’t end, even after the staff gets back to work, and continued support 
is required to make the initial training stick. Investment in the training of the staff will lead 
to organizational benefits on the long run. The staff member is the most valuable asset to 
the organization and to increase job satisfaction is to help the organization get the most of 
its investments (Queensland, 2018). Changes in work conditions requires also training 
offers. When UNWRA started to implement the FHT approach, health centers were given 
two to four weeks on the job training by peers during the preparation phase, to firmly 
introduce the new health reform, and to be ready for task shifting procedures. For example, 
nurses can now prescribe iron for an anemic child, when previously by only doctors could 
prescribe it, and clerks can accomplish tasks that before were performed only by a 
professional nurse (UNRWA, 2011b). 
2.8.2 Workload  
The workload is always defined as the amount of work that can be performed usually 
within a specific period of time. At UNRWA, the workload is an indicator of the daily 
journal of work and can help to estimate the needs that can cover the clinics. Doctors at an 
UNRWA health facility see an average of 85 cases in one single day during the first two 
hours of the working day (UNRWA, 2011a). To obtain a high quality of work, there should 
be good contact time with the patient, and the waiting time should be not too long. 
Overcrowding should be minimized (UNRWA, 2011b). The strategy of the FHT was to 
manage the workload by addressing two challenges, the appointment system and the triage 
system, as well as task shifting to make better use of the specific skills of the staff. 
Appointments avoided the staff the pressure of crowdedness and lead to an increase in 
quality of care, and therefore will present the comprehensive needs of the patients 
(UNRWA, 2011b). The congestion in the health centers will be relieved and because of 
scheduled appointments the waiting time of the patient will be reduced. Patients who come 
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to the health center without appointment can undergo triage system, to distinguish if they 
need urgent response, or can be given appointments. For whatever reason patients come to 
the health center to seek medical treatment, they should be seen by the doctor or the nurse.  
To minimize the workload of the health care providers, the triage system will be useful, 
and through the FHT, task shifting enables the staff members make use of their skills and 
provide services that previously could only be done by the doctors. Practical nurses and 
midwives can now perform some of these tasks to minimize the workload, and the 
controlled chronic disease patients can receive their medication periodically after the 
regular check up by the NCD nurse (UNRWA, 2011a). A study conducted by Sébastien 
Fournier and Colleagues (2011) to identify the workload factors that have an impact on 
health and safety found that burn-out from workload places a greater demand on their 
cognitive, psychological and physical abilities of the staff (Hamon-Cholet & Rougerie, 
2000). Over the last decade, a return of certain work-related health and safety problems has 
been noted in various sectors of the working world (Askenazy & Gianella, 2000). Overall, 
a common denominator in the psychological and physical consequences observed in 
workers is undoubtedly the workload, or more specifically, work overload. Burn-out and 
its consequences affect the external and internal resources available to workers and 
management for coping with work constraints. This can lead to a downward spiral for 
workers health and safety in their workplace. Another study in Brazil (Albuquerque et al., 
2016) found that there are seven research works that approach the workloads of the Family 
Health Team. From the set of studies it was concluded that working in the family health 
strategy exposes the nurses to different types of workload that can be divided into 
psychological, physiological, biological and mechanical loads, butno chemical load.  
2.8.3 Staff Readiness 
It is the level to which the staff employed by UNWRA is qualified or ready to be trained to 
adapt to the changes associated with the new approach. Any organizational change will 
make the staff and health teams shift the way they are working, and any change needs 
resource allocations and new technology (Schneider, Brief & Guzzo, 1996). Through 
previous research it has been shown that there is a positive relationship between people’s 
support for implementing a new approach and the organizational capabilities to implement 
the change. There should be overall orientation or staff readiness to go through the change 
like in health reform. One study described the orientation and staff readiness (called 
―service climate‖) as a strategic effort to improve the patient service (Ray et al., 2004). 
Successful change at any health reform requires organizational resources and policy shifts, 
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and the staff should be prepared and ready to go through implementing the new reform 
(Ortenzio, 2012). Any attempt to do any organizational implementation of a new policy 
often fails because leaders don’t give enough time for preparation or staff readiness (Shea 
et al., 2014). Any organizational shift should be prepared and ready in a behavioral and 
psychological manner to go through an implementation of the change. Members can show 
consistent efforts and more cooperative behavior, and staff can initiate more change when 
the readiness for organizational change is high. Conversely, if the organizational readiness 
is low, the staff members will look to the change or reform as undesirable step, and they 
will not show interest to change the process, but rather to deteriorate it (Shea et al., 2014). 
At UNRWA, during the preparation phase of the FHT approach, staff members were given 
two to four weeks to be ready for implementation and prepared for the task shifting for the 
new services that the staff might have to provide, and tasks performed previously by 
physicians would be provided by nurses (UNRWA, 2011b). 
 
2.8.4 Protocols 
At UNRWA there are guidelines and technical instructions (―protocols‖) applied to be used 
at UNRWA health centers. These protocols organize the work precisely and in discipline 
way according to WHO standards. Technical guidelines are always important for health 
aspects involving managing several conditions, to ensure efficiency according to 
international technical standards and should be updated to maintain technical soundness 
(UNRWA, 2011b). To implement the FHT approach, certain measures should be achieved 
like task shifting, and official regulation should be taken harmonized with MOH. Doctors 
and nurses should be trained to match the revised new technical guidelines, on the 
management of common medical conditions, as well as person centered patient 
management approach (UNRWA, 2011a). The protocols are issued and used by UNRWA 
to make the actions of its staff members or divisions are predictable, and presumably of 
higher quality.  At the preparation phase, both technical preparation and teamwork are 
needed before the reorganization of the services can begin (UNRWA, 2011b). A previous 
study by Steven H. and Colleagues (1999) have found that protocols and guidelines offer 
patients benefits, and clinical guidelines are one of the options to improve quality of care. 
It is also considered as a magic solution for health care problems. The greatest benefits that 
can be achieved by guidelines are to improve health outcomes (Entwistle et al., 1999). 
Teams function better when they have a clear purpose and implement protocols and 
procedures (Canadian Health Services, 2006). 
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2.8.5 Monitoring and Supervision 
The role of the supervisor is to coach the staff under his responsibility to get updated 
continuously about professional changes as well as to collect data and monitor the work 
process. The supervisor will also guide the staff on how to react to errors, and to take the 
right decisions in accordance. In most countries supervision systems have a long history, 
and are generally called inspectorate (UNESCO, 2004). However many countries changed 
this term to be called supervision. Both terms are considered to be the same and they are 
widely used in companies and offices, they are synonyms of each other. Supervisor is more 
in contact with the work process, but has some limitations. The monitor has fewer 
limitations and boundaries compared to the supervisor, and the monitor doesn’t have to be 
close to the work process (Ezaz, 2017). The supervisor’s main role is to report the work 
progress to the management at a higher level, and he is responsible for employees' action. 
He offers support, removes obstacles and can coach the staff if needed (Ezaz, 2017). 
Monitoring is a broad word and can be considered as a sub-type of supervision. Monitoring 
is for checking progress, as well as to react to the opportunities and can address issues 
(Ezaz, 2017). Monitoring doesn’t need to be in the workplace, while a supervisor’s main 
site is the work place (Ezaz, 2017). Recent studies (Marshal & Fehringer, 2013) proved 
that supportive supervision was successful  for data quality and data collection, and 
monitoring during supportive supervision contributes to increase staff capacity, and to 
make decisions to strengthen the health system reform(Marshal & Fehringer, 2013). 
 
2.8.6 System Readiness - e-health 
UNRWA introduced ―e-health‖ as a major factor to implement the FHT approach. It 
assures that documented files will help the health care providers to deliver their services 
precisely. The question here is if this system is effective all the time? Can it run the 
information of patients without delay or rupture? The researcher will cover this factor and 
how it affects the implementation of the FHT approach.In order to promote any health 
facility based on data management, and to implement e-health, health centers must be 
provided with computers, and the staff requires training to start using the system 
(UNRWA, 2011a).  E-health replaces paper medical record by electronic patient files, and 
makes life easier for both the patient and the provider. The old filing system was 
frustrating to the patient when he arrived at the health center, the clerk could search his file 
for 15 minutes. Now, doctors can locate patient file in seconds. E-health forms part of the 
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Family Health Team approach to improve the efficiency of the UNRWA health services 
and the quality of care to the Palestinian refugees (UNRWA, 2013). The e-health system 
helped in reducing the workload of the health care providers, and has subsequently 
improved the quality of health services by avoiding mistakes like a wrong entry or the 
entry of incomplete data, and it provides proper monitoring. It also helped to reduce the 
waiting time and to increase the doctor-patient contact time, thereby realizing the quality of 
evidence-based planning and management.  The essential component of the health reform 
is e-health. The spaces in the health center were well arranged and the printed forms used 
minimally. Staff that used to print papers before were relieved from their paperwork. E-
health is a joint product with other departments in UNRWA, particularly the Information 
Systems Division (ISD) at the headquarters, and in all fields. Other countries have been the 
key supporters for e-health as well as the FHT reform since it started. But aside from e-
health benefits, there are some physicians who reported that they stopped the use of EMR, 
because hunting for menus and buttons disrupts the clinical encounter (Ludwic et al., 
2009). In 2011, e-health was operational in five UNRWA clinics in Jordan and had been 
introduced in 29 clinics in Lebanon. E-health has streamlined service delivery and data 
management in UNRWA clinics. After introducing a module, all clinical information is 
managed electronically. Routine service data are available through automated reporting 
functions, reducing the time spent on reporting tasks. E-health has also enhanced capacity 
for data analysis. For example, by using e-health, UNRWA was able to introduce an 
innovative system of cohort analysis for routinely monitoring the care of patients with non-
contagious diseases. Before the introduction of e-health, such analyses were feasible only 
for a limited number of patients and even then required time-consuming hard-copy record 
reviews.  But the introduction of an electronic medical record system into a clinical 
practice is a complex task (UNRWA, 2011). 
2.9 Health care Providers factors 
 
The FHT approach broadens the knowledge and skill of the health care provider (Taddle & 
Creek, 2018). The FHT will work with educational institutions to expand the qualifications 
of the health care providers, and to enhance learning for team members (Soklaridis, 2007). 
UNRWA now offers a one year diploma of family medicine provided by Rila Institute 
from Britain affiliated with Al Azhar University (UNRWA, 2015). The Family Health 
Team approach is an important part of changing the way people think about health care, 
and the health care provider’s attitude, as well as family physicians. Through their 
22 
 
education and training, health care providers and family physicians possess exclusive 
attitudes, skills and knowledge, which provide them with a high qualification that can help 
in providing a comprehensive medical care for the members of the family (Mosadeghrad, 
2014). No single practitioner can handle, absorb and use all this information, and the need 
for specific knowledge in specialized areas of care by different team members has become 
a necessity. Now, more than ever, there is an obligation to strive for perfection in the 
science and practice of Interprofessional team-based health care. Each clinician relies upon 
information and action from other team members. Yet, without explicit acknowledgment 
and purposeful cultivation of the team, systemic inefficiencies and errors cannot be 
addressed and prevented (Babike et al., 2014). Team care required shifts in the attitudes of 
providers and the organizations that represent them. At the individual level, this shift was 
found most difficult by physicians who deeply held beliefs that primary care doctoring was 
based on a strong, trusting relationship between a patient and a physician, and bringing 
others into that relationship threatened what was special about their relationship with 
clients. As such, this shift required not only a change in roles of both physician and staff, 
but also substantial changes in the way physicians thought about themselves.This 
translated into the perspectives of professional organizations (Russell et al., 2017). 
 
 
2.10 Cost and quality of care 
UNRWA plays a role in providing primary health care for Palestinian refugees to minimize 
the increased expenses on health according to the current reports and provides quality 
services by the implementation of the FHT approach that was introduced a changing 
environment of increasing health care needs, particularly with the increase of chronic non-
communicable diseases (UNRWA, 2012), to improve the quality and accessibility of the 
primary health care services it delivers to Palestine refugees.Health care services costs 
raised and the financial resources became limited, which is why UNRWA responded 
effectively to the emergent needs of Palestine refugees (UNRWA, 2012). The introduction 
of the FHT was to re-adjust the primary health care in order to use the existing limited 
resources, and each doctor became responsible for all types of services instead of one type 
of service, in order to promote efficiency. Through the implementation of the FHT, each 
team treats the same family members, and the workload can be equalized by redistributing 
the daily tasks.The FHT allows to reduce the average daily consultations of repeated visits. 
23 
 
This was enforced by the appointment system, that led to reduce the crowdedness 
generated from the repeated visits, and patients seeking physicians' signatures can go 
directly to the pharmacy to collect their medication if their medical condition is controlled 
(Shahin, 2013).  
As the funding for UNRWA has not increased, while at the same time the health 
requirements increased and the global financial crisis influenced the availability of support 
to UNRWA. Non communicable diseases are the largest expense compared to other 
services provided by the health department, like maternal and child care. It was a challenge 
for the agency to implement the FHT in order to cope up with the health needs of the 
patients (UNRWA, 2013). 
To assess and to have information about the quality of care  
There are three factors that can lead to good service delivery: 
 Structure through resources and administration,  
 Process through culture and professional cooperation   
 The outcome presented by goal achievement and competence development.  
To understand quality of care and how to measure it and how to improve and influence it 
was indicated by Steinwachs and Hughes (2008). Quality of care can be achieved 
efficiently through the implementation of the FHT approach by facilitating easy access to 
the service through physical reconstruction of the health centers, and the formation of an 
appointment system together with the provision of the electronic health record.  As part of 
its ongoing efforts to improve the quality and accessibility of the primary health care 
services it delivers to Palestinian refugees, UNRWA has introduced the Family Health 
Team approach. In a changing environment of increasing health care needs – particularly 
with the increase of chronic non communicable diseases, rising health care costs and 
limited financial resources.It has become imperative to find and adopt new strategies to 
respond effectively to the emergent needs of the Palestinian refugee population (UNRWA, 
2012). The FHT is a new, person-centered approach, devoted to improving the quality and 
delivery of public primary health care for Palestine refugees. The reform has introduced a 
shift in focus. Previously, care was provided to treat specific ailments without taking into 
consideration the comprehensive health status or the family history of an individual. Now 
care is delivered by multidisciplinary medical teams, who provide comprehensive, 
continuous care to the patients and families registered with them. Each FHT is made up of 
at least one doctor, a nurse and a clerk. Each team manages approximately the same 
number of family files, which has improved patient flow in the clinic and equalized the 
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workload among staff. As part of the FHT approach, UNRWA has introduced operational 
changes to improve efficiency in the clinics. These include the reorganization of the staff 
work in teams, the use of appointment systems, the introduction of e-health(an electronic 
management system for patient files)and physical modifications in the clinics to facilitate 
patients’ access. 
2.11 Perceived Quality 
It is defined as the overall perception of quality of the service to be delivered to the patient 
with respect to the alternates and the main purpose of the service, it is considered as a 
different concept. People differ in their personalities, needs and preferences, so everyone 
look to the feature through his preference, but not objectively (Aaker, 1991).  A study 
conducted in Tanzania used findings obtained with a mixed method found that there are 
benefits by both quantitative and qualitative methods, and the results were similar. 46% of 
the reported participants in in-depth interviews are harassed or with disrespectful care, and 
38% reported being ignored (Tancred, 2016). Another cross-sectional study conducted by 
(Dahrouge et al., 2016) found that increasing physician care comes with a small decrease 
in cancer screening.  Another study conducted by Carrroll and Colleagues (2016) found 
that 75.3% of the participants were satisfied with their access to the health care program. 
Dansereau and colleagues (2015) conducted a study in Zambia and found that perceived 
quality is an important driver of patient satisfaction and health service delivery. Bonger 
and Colleagues (2015) found that Medicare beneficiaries at higher stage of activity 
limitations although not necessarily the highest stage of activity limitations reported less 
satisfied with medical care. Seita and Colleagues (2014) used a mixed method to study the 
effect of FHT on the quality of health care of Palestinian infants in Jordan, found that the 
FHT approach has the potential to improve infant care in terms of growth monitoring and 
anemia treatment. 
2.12 Dimensions of perceived quality (Service delivery). 
There are five dimensions of perceived quality according to (Aaker, 1991) that could be 
able to measure the perceived quality of any service or product ,which are: 
Tangibles 
It means that the appearance of the product or service imply quality, and the facilities or 
equipments show the same outlook. 
Reliability 
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Meaning to say about work performed dependably and accurately regarding FHT 
implementation . 
Competence 
It is the staff knowledge and skills to do the things right while implementing the FHT 
approach, and it is the relation of trust to patients, as well as the confidentiality of the 
performing staff . 
Responsiveness 
This dimension measures the service delivery according to patients’ requests and needs. At 
UNRWA the services are delivered day by day, and the expectations patients have towards 
the FHT made a change on their daily needs . 
Empathy 
This is the process of sharing patients with other members of the staff with mutual respect, 
so that patients can feel better. After the implementation of the FHT program, care can be 
delivered exclusively in order to obtain a high community engagement and special 
attention . 
2.13 Patient Satisfaction 
Patient satisfaction is not just an appropriate set of behaviors. It is the way the concepts can 
be found, and the experience of patients’ care is a very important aspect (Worthington, 
2004). The response to care is improved when the patients’ satisfaction is important from a 
clinical point (Oman, 2014). That point alone is enough to justify the implementation and 
the commitment to a customer satisfaction program. There are, however, other compelling 
reasons. Customer satisfaction has profound ramifications for the financial status of the 
institution and for its professional reputation in the community (Mavrinac and Siesfeld, 
1998). The caregivers who participated in a system of good customer satisfaction 
experienced fewer malpractice suits than their counterparts (Worthington, 2004). They also 
enjoy a work environment that is more stable and pleasant than that of other institutions. 
The implementation of a meaningful customer service program is a huge task. It is a 
fundamental culture change that requires vision, long-term commitment, and constant 
surveillance.The most critical factor in the successful implementation of a program is 
leadership (Ejimabo, 2015). The leadership must set the stage, create the atmosphere, 
demand that staff meet expectations, reward success, provide an example and shape the 
new culture (Worthington, 2004). Without strong leadership, any customer service 
initiative will be simply an institution-wide exercise, and those staff members who harbor a 
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cynical viewpoint will be proved right in the end.  One major difference between a 
successful customer service initiative and an unsuccessful one is the level of sincerity in 
the institution. Its staff has to express   care for their patients. If the whole process is 
merely an exercise to improve scores, the success will be limited and without deep roots. If 
the push is to establish an atmosphere of genuine care and interest for patients, however, 
the results are more meaningful, longer lasting, and more appreciated by patients and staff 
(Worthington, 2004). At UNRWA, the health service staff is sometimes influenced by the 
overload of work, stress and pressure due to several circumstances: It was mentioned 
previously the economic situation and that most of the Palestinian refugees utilize 
UNRWA health centers abuse the services.  To obtain the level of patient satisfaction there 
is a need to prepare a system that can serve the patient and satisfy his needs, and the staff 
should adapt to the system so that they can provide complete health service with 
collaborative work (UNRWA, 2010). To reach the quality of care at UNRWA, it was a 
new reform to start implementing the FHT approach in order to increase patient 
satisfaction, to rationalize the use of drugs and to arrange the scattered work by applying 
the appointment system. Families enjoy the ever-ended criteria that take care of Palestinian 
families’ health. There is a good evidence that there is a positive effect on the users’ 
satisfaction (Willison, 2008). Patient satisfaction became the most common indicator to 
measure the quality of care, and became an effective indicator for the doctors’ success 
(Oman, 2014). Literature view studies indicated that the satisfaction of family team 
members are commonly related to the success of their family business (Handler, 1991) 
and (Ivancevich et al., 2005) and (Sharma, 2004) and (Venter, 2003). Also the studies of 
Campion and Colleagues (1996), Doolen and Colleagues (2006), and Howard and 
Colleagues (2005) indicated that satisfaction of the team members is the measure of team 
effectiveness in organizations. Team effectiveness can be considered when the team 
members have the willingness to continue their efforts (Kreitner & Kinicki, 1995). Four 
other studies about patient satisfaction with the care received conducted by (Corser, 1998) 
and (Fields et al., 1999) and (Wiggins, 2008) and by (Gittell et al., 2000) speak about 
improving collaboration to improve the quality of care and patient outcome. 
2.14 Types of Evaluation 
2.14.1 Formative Evaluation 
This type of evaluation was conducted during the course of the program to know about 
strengths and weaknesses in order to improve the quality and effectiveness of the program 
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(CDC, 2012). It ensures the suitability and feasibility of the program and acceptance before 
the complete implementation of the program. The usual conduction of this kind of 
evaluation when the program is newly adopted or implemented (CDC, 2016). 
2.14.2 Summative Evaluation 
It takes place during the project implementation, but in most cases it is performed at the 
end of the project, it is sometimes recommended for both quantitative and qualitative 
methods to attain good assessments. It is important to distinguish the outcome from the 
output (Fitzpatrick et al., 2011).  This type of evaluation is conducted at the end of any 
program in order to know the future of the programs and to help decision makers to decide 
about the continuity of the program (Pell Institute, 2017). 
2.14.3 Process Evaluation 
Process evaluation can be determined during program activity and after implementation to 
know the output results. Process evaluation can be done periodicallyduring the conduction 
and implementation of a program and the results can help to improve and strengthen the 
ability of the program as well as to monitor how program is working and to obtain any 
warning for any problem may occur.(CDC, 1999). 
 
 
 
 
Chapter 3 
Methodology 
3.1 Introduction  
This chapter describes the methodology used to conduct this study; it includes the study 
design, study settings, study population, study sample, data collection process, data 
cleaning and analysis, and ethical considerations. The chapter also provides a description 
of the instruments of data collection that were used to collect data, finally, this chapter is 
concluded by the limitations of this study and the ethical considerations 
3.2 Design of the study 
The design of this study is a mixed methods that entailed collecting quantitative and 
qualitative data. The design of the quantitative study is a descriptive analytical cross-
sectional study. Mixed method studies enable researchers to investigate the research 
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questions through using different tools of data collection, thus, the validity and depth of 
collected data and findings are generally high.  Mixed method research studies also 
increase the chance of controlling the threats that may affect the validity of the results. The 
researcher can be more confident and the outcome bias is minimized (Creswell, 
2013).Cross-sectional design is an appropriate design due to its advantages such as time 
factors and required financial resources. Cross-sectional studies are less expensive than 
other designs and direct researchers to meet the objectives in a short period of time 
(Michigan, 2009).  For the quantitative data, the Researcher is going to study the three 
main factors that could evaluate the FHT implemented at UNRWA health centers in GS. 
Which are the demographic data, socioeconomic data, and the medical profile. The in-
depth interviews with providers will be conducted. In-depth interviews generate rich data 
at the same time save time and financial resources. 
3.3 Settings of the study 
The study was conducted in six UNRWA health care centers that have been providing 
health services through FHT since 2012. Out of the 22 UNRWA health centers operate in 
the Gaza Strip, six health centers were selected through Simple Random technique.  The 
six health centers are distributed across the Gaza Strip, one center in each governorate, 
except two centers are located in Rafah governorate.  
3.4 Duration of the study 
The study has started after having the university approval of the proposal, and after 
obtaining the ethical approval from Helsinki committee in August, 2017, as shown in 
Annex (8).  The study started in Jan 2017 and completed in August 2018. Pilot study was 
conducted in Nov 2017, then data collection was completed in January 2018. Data entry 
and cleaning were conducted in March 2018. Coding and analysis of data were conducted 
in April 2018.The study final report was complete in July 2018. Annex (11) describes the 
study steps and the duration of each activity. 
3.5 Study Population  
The data were collected from two groups of participants: the clients who have been 
utilizing health services through FHT.  In 2016, a total of 1,224,383 clients have utilized 
health services through the FHT, and the second group of participants were the key-
informants and health care providers working for UNRWA.In total, there are 1,016 health 
professionals that are distributed across the 22 health centers. 
3.5.1 Sample size -Quantitative part- 
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As shown in Annex (2), the required sample size was 385, but it was increased to 400 to 
cover non-respondents. The researcher used the following parameters for sample 
calculation 
 Maximum acceptable percentage points for 
error 5% 
 Confidence level 95% 
 Total Population (1224383). 
The 400 participants were randomly selected from the study settings, Annex (3) shows the 
proportional distribution of the study participants by health centers. Of the total 400, 399 
agreed to participate in the study, with a response rate of 99.7%.  
3.5.2 Sample size - Qualitative part 
For the qualitative part, the researcher conducted interviews with four focus groups of 
health care providers from the study settings, and conducted 3 in-depth interviews with key 
informants from UNRWA's staff. The selection of participants was done purposefully in 
order to collect rich data and to have diversity in views.  
 
3.6 Eligibility Criteria—quantitative part 
3.6.1 Inclusion 
 Patients from clinics that have been providing 
health services through FHT in the past five years.  
 Patients who have been utilizing services 
provided by FHT. 
 
 
3.6.2 Exclusion 
 Patients who use the daily care services and 
dental patients, as these two departments were not part of FHT 
3.7 Eligibility Criteria—qualitative part 
3.7.1 Inclusion 
 The health care providers include physicians, 
nurses, midwifes and senior medical officers working in study locations and been 
part of FHT 
 Key-informants from UNRWA Headquarters 
and Area Officers  
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3.7.2 Exclusion 
 Health care providers who are not part of FHT 
such as dentists  
3.8 Instruments/Tools 
3.8.1 Quantitative study: Questionnaire 
The questionnaire was designed in order to collect all the needed data as in the study 
objectives and study research questions. It was solely based on its conceptual framework. 
Most questions therefore were closed ended questions. The following areas were included 
in the questionnaire: 
 Socio-demographic and economic characteristics of the patients utilizing the FHT 
approach. 
 Effectiveness of the FHT services. 
 Patient’s satisfaction by the new FHT approach. 
 Safety measures that may affect the implementation of the FHT services. 
 Accessibility of the health centers and time-factors that may affects the application 
of the FHT approach. 
3.8.2 Qualitative Study: Guiding questions  
Guiding questions for the in-depth interview were developed to complement the 
quantitative data in order to address the study objectives and questions, as in Annex (5). 
The Guiding questions covered different issues as of the following: 
 Received training on Family Health Team approach 
 System readiness- e health 
 Availability  of monitoring tools 
 The current workload  
 Availability  of protocols and technical guidelines  
 Knowledge and qualifications of the health care providers 
 Attitude and opinion of the health care providers 
3.9 Scientific rigor 
3.9.1 Reliability 
To help in collecting the data, the researcher hired an assistant. The assistant was trained 
by the researcher to ensure collecting reliable data, and the assistant was trained of how to 
select the participants, and how to ask questions, and how to fill the questionnaires. The 
researcher used to check and review each questionnaire that were completed by the 
assistant day by day. The researcher re-entered 5% of the collected data.  Data were 
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checked for internal consistency of its domains to demonstrate the appropriate clustering of 
items. Each domain was individually assessed using Cronbach’s alpha, the standard 
statistical technique for assessing the coherency of each item within each domain. 
Table (3.1) Cronbach alpha coefficient for perceived quality, satisfaction and 
appropriateness domains 
Items Number of items Cronbach alpha 
Perceived Quality 26 0.930 
Satisfaction 21 0.832 
Appropriateness 15 0.930 
 
 
3.9.2 Face validity 
It refers to the transparency or relevance to the tool in collecting the needed data. The 
questionnaire was structured in an organized way to allow easy smooth data collection and 
data entry. During the validation process, the questionnaire lay out was reviewed and 
reformed for several times until the final version of the questionnaire looked suitable. 
3.9.3 Content validity 
It addresses the development of the items that can be operational to provide adequate and 
representative sample of all items that might measure the construct of interest (Kimberlin 
and Wintersten, 2008). There is no statistical test to determine and cover the content area. 
Content validity usually depends on the judgment of experts in the field so, eleven experts 
with different backgrounds have evaluated the questionnaire and the interview questions 
(Annex7).The evaluation purpose was to assess the relevance of each domain. 
Additionally the researcher considers all experts feedback and comments, so the final 
version developed, and the interview questions matched all experts' feedback. Finally the 
research assistant was trained well to ensure accuracy of data collection. 
 
 
 
3.10 Pilot Study 
To assess the appropriateness of questionnaire, a pilot study for 30 patients was carried out. 
The researcher has modified the questionnaire based on the outcomes of the pilot study. 
Data collected through the pilot study were included in the study sample. 
3.11 Data Collection 
Data were collected by the researcher and his assistant, and it took almost two months to 
do that. Each month, about 200 questionnaires were completed. At the same time the 
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assistant was trained on how to select the sample and how to ask the questions. The 
researcher conducted all the in-depth interviews. 
3.12 Data entry and data analysis 
3.12.1 Quantitative part 
The researcher has used the Statistical Package for Social Sciences (SPSS) program 
version 20 for quantitative data entry and data analysis, and the researcher followed 
different steps. 
 Data entry was conducted immediately after collecting the data  
 The variable from the questionnaire was coded and entered into SPSS by the 
Researcher and a Statistician  
 Data cleaning was conducted after finishing the data entry. 
 Frequency distribution was done. 
Cross tabulation for the main finding and bi-variate statistical tests such as Chi square test 
was used, and correlation and t- tests, or one way ANOVA to investigate the relationships 
between the different variables and the different relationship between them. 
3.12.2 Qualitative part 
Through the focus group, the researcher used the open coding thematic analysis, and took 
notes during and after each focus group, then developed a data entry model that involves 
data cleaning, categorization and coding. Coding is an interpretative technique in a 
quantitative method. Most coding needs to be demarcated via themes. Each theme is 
labeled with a code. After completion of coding, the researcher prepared a summary of 
relationships between the codes. The quantitative and qualitative findings were then 
compared and integrated to validate the findings and create rich information. 
3.13 Ethical and managerial consideration 
 An academic approval was provided through Al Quds University. 
 An ethical approval was received by Helsinki committee, as in Annex (8) 
 An administrative approval was given by the Chief Field Health Program (at 
UNRWA), as in Annex (9) 
 Informed consent for patients was developed to ensure confidentiality. The purpose 
of the study was explained to the participants and participants were made aware of 
the voluntary and confidential nature of their involvement, Annex (10) 
 The Senior Medical Officers and the health care providers were asked for their 
permission to record in-depth interviews. 
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3.14 Limitation of the study 
 Limited resources including funds and facilities for data collection and data entry 
 Time limitations  
 Limited literature resources, such as books and journals 
 Limited working hours at UNRWA health centers 
 Frequent power shortage 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Chapter 4 
Results and Discussion 
4.1 Introduction 
This chapter presents the results of the statistical analysis of the quantitative and qualitative 
data as well as contextualized interpretation and analysis of the results. The descriptive 
quantitative analysis highlights the demographic characteristics of the participants as such 
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as residence, age, marital status, education level and income. In this Chapter, variety of 
statistical tests were used to analyze quantitative data and open thematic analysis was used 
to analyze qualitative data. 
1. Clients Factors 
4.1.1 Distribution of the study participants by selected demographic variables  
The quantitative data were collected from 399 beneficiaries attending UNRWA 
clinics.Table (4.1) shows that the majority of the participants were from Khanyounis 
governorate (40.1%), followed by participants from Deir Al-balah governorate (22.6%), 
others from Gaza governorate (18.3%) as well as beneficiaries from North Gaza 
governorate (11.5%), and finally another minority from Rafah (7.5%). The distribution of 
the quantitative sample was consistent with the utilization of UNRWA health services per 
governorate (UNRWA, 2017). Table (4.1) also shows that  more than two-thirds of the 
participants were mostly females (82.8%). While, less than one-quarter were males 
(17.2%). These findings also line up with the current rates of utilization of UNRWSA's 
services, in 2017, 60% of UNRWA'sbeneficiaries were females compared to 40%of male 
beneficiaries.  
Regarding the age of the study participants, the mean age was 32.37 years with (SD 11.6), 
the majority of the study participants were from the age group 25-39 years old with a 
percentage of 45.1 %. The group which had participants with ages less than 25 years had a 
percentage of 31.6%. As for the group with ages between 40-59 years old, it had a 
percentage of 19.9%. The study participants whose ages were above 60 years had a 
percentage of 3.4% of the overall participants of the study. According to UNRWA (2017), 
the age group percentagedistribution were also in line with the beneficiaries attending to 
the health centers at UNRWA.  
Concerning the marital status of the participants, findings of study showed that the 
majority of the study participants were married (a percentage of 81.1% of overall 
participants) while unmarried participants constitute less than one-quarter (a percentage of 
18.2% of the study sample).  
The mean of years of schooling for the participants was 12.15 years, with (SD 3.55).  
Table (4.1) shows that more than two-third of study participants had 12 years of schooling 
or more (73.8% of participants). On the other hand, less than one-third of the study 
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participants had less than 12 years of schooling.  The findings are also consistent with the 
findings of the PCBS (PCBS indicated a mean of 11.08 years of schooling for Gaza 
refugees at the year 2016).  
Regarding the work status of the study participants, Table (4.1) shows that the vast 
majority of participants were not working with (82.1%), only 15.4% of study sample were  
working and 2.5% were retired. The findings of this study are consistent with the findings 
of the PCBS as the current unemployment rate is about 78% for female (PCBS, 2017). In 
this study the unemployment rate is very high due to the fact that more than 80% of the 
study participants were females, in the Gaza Strip, female participation rate in the labor 
market is very low at19%,according to PCBS (2017). 
With regards to the occupation of the study participants, Table (4.1) reveals that more than 
one third of the working study participants were having professional jobs (43.3% of 
participants) and others working as clerks, sales and service workers with a percentage of 
21.7%. Additionally, about 20% of working participants had managerial positions. Finally, 
skilled workers constitute 15% of the study working participants. 
Table (4.1) Distribution of the study participants by selecteddemographic variables 
Demographic Data Number % 
Governorate 
North Gaza 46 11.5 
Gaza 73 18.3 
Deir Al balah 90 22.6 
Khanyounis 160 40.1 
Rafah 30 7.5 
Total 399 100.0 
Age 
Less than 25 years 122 31.6 
From 25 to 39 years 174 45.1 
From 40 to 59 years 77 19.9 
60 years and more 13 3.4 
Total 386 100.0 
Mean= 32.37, SD= 11.76 
Gender 
Male 68 17.2 
Female 327 82.8 
Total 395 100.0 
Marital Status 
Married 324 81.8 
Unmarried 72 18.2 
Total 396 100.0 
Years of education  
11 Years and less 98 26.2 
12 Years 139 37.2 
13 Years and above 137 36.6 
Total 374 100.0 
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Demographic Data Number % 
Mean= 12.15, SD= 3.55 
Working status 
Yes 61 15.4 
No 326 82.1 
Retired 10 2.5 
Total 397 100.0 
Type of Work—only for participants who work* 
Managerial positions 12 20.0 
Professional jobs 26 43.3 
Clerks, sales and service workers 13 21.7 
Skilled workers  9 15.0 
Total 60 100.0 
Having health insurance  
Yes 360 90.2 
No 39 9.8 
Total 399 100.0 
Average monthly income 
Under poverty line 309 88.3 
Above poverty line 41 11.7 
Total 350 100.0 
Mean= 934.0NIS, SD= 784.72 
 
Regarding the ownership of health insurance, Table (4.1) shows that the vast majority of 
the participants have health insurance with a percentage of 90.2%, and the participants who 
don’t have health insurance constitute9.8% of the study participants. As a reminder, 
utilization of UNRWA services does not require having health insurance, as the only 
criteria to receive services is to be a refugee. Thus, a conclusion to be drawn here is that 
majority of refugees have health insurance to benefit from secondary health 
servicesprovided by MoH hospitals.  
Table (4.1) shows that the monthly average income of the study participants was 934.0 
ILS, with (SD=784.72). The vast majority of the study participants have income that is 
considered to be under poverty line as articulated by PCBS with a percentage of 88.3%, 
while the participants who have income above poverty line constitutesonly 11.7% of the 
study sample.  This finding is consistent with the general deterioration and collapse in 
Gaza economy. It is also consistent with the current high rate of poverty (53%) as reported 
by PCBS (PCBS, 2018). 
4.2 Distribution of the study participants according to their medical profile 
Figure (4.1) shows more than 40% of the study participants visit health centers to utilize 
general clinic services with (41.7%). Additionally, 41.3% visit the centers to utilize MCH 
services. Finally, less than 20% of study participants attend the clinic to utilize NCD 
services, with (16.9%).  
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Figure (4.1) Distribution of the study participants by service utilized 
 
The results of the study findings are consistent with the utilization rates of UNRWA health 
centers. In 2016,according to UNRWA health report (2016a), the number of the 
consultation visits to the medical offices constituted almost 50% of the patients utilizing 
medical services from the health centers. The number of patients utilizing the MCH 
services was about 35% of the total patients coming to utilize the services at the health 
centers. Finally the number of NCDs patients utilizing health service was about 15.0% of 
the total number of the patients utilizing health services at the health centers.  
4.2.1 Utilization of main services  
Table (4.2) shows that almost half (49.7%) of theparticipants attended the general clinics 
due to different reasons such as headache, influenza, low back pain with a percentage of 
49.7% of total participants. Interestingly, about one third of the participants visited the 
general clinic complaining from upper respiratory tract infection with a percentage of 
32.9%, followed by urinary tract diseases with a percentage of 7.5%. Also, about 6% of the 
study participants visited the general clinic to receive treatment for skin diseases. Finally, 
the percentage of participants who attended the health centers to be treated for gastro 
intestinal tract and sexual diseases were 2.9% and 1.2%, respectively.Concerning the 
participants who visited the centers to utilize MCH services, more than one third of the 
participants were utilizing preconception care with a percentage of 40.9%, followed by the 
postnatal care clinic with a percentage of 18.7%. Additionally, 12.9% of participants 
visited the health centers to utilize antenatal care and a percentage of 12.9% were visiting 
the centers to monitor the growth and development of their children. Finally, of the total 
participants who attended MCH services, 9.4% and 5.3% did visit the centers to utilize 
family planning and immunization services, respectively. 
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Regarding the participants who visited centers to utilize NCD services, Table (4.2) shows 
that almost half of the participants had diabetes mellitus, with 47.1%, and 20% had 
diabetes mellitusand hypertension. Additionally, 15.7% of participants did visit to receive 
treatment of elevated blood pressure, and 7.1% attended the centers to receive treatment 
for different cardiac issues. 
Table (4.2) Distribution of the study participants according to their medical profile 
Item Number % 
General daily services as the main purpose of the visit 
Upper respiratory tract infection 57 32.9 
Skin diseases 10 5.8 
Gastrointestinal diseases 5 2.9 
Urinary tract diseases 13 7.5 
Sexual and reproductive diseases 2 1.2 
Others 86 49.7 
Total 173 100.0 
MCH services 
Immunization 9 5.3 
Postnatal Care 32 18.7 
Antenatal Care 22 12.9 
Preconception Care 70 40.9 
Family Planning 16 9.4 
Growth Monitoring 22 12.9 
Total 171 100.0 
NCDs 
Hypertension 11 15.7 
Diabetes Mellitus 33 47.1 
Hypertension and Diabetes Mellitus 14 20.0 
Cardiac problems 5 7.1 
Other 7 10.0 
Total 70 100.0 
 
 
 
 
4.3 Distribution of study participants by medical history  
By asking the study participants if they suffer from any chronic diseases, Table (4.3) 
shows that most (78.4%) of the study participants do not have any chronic diseases, while 
21.6% of the study participants reported having chronic diseases.  Table (4.3) shows 
quantitative distribution of participants as follows: chronic diseases with a percentage of 
14.0% who had hypertension, and the percentage of diabetic patients was 61.6%, while the 
participants who had both hypertensive and diabetes mellitus percentage was 20.9%, while 
the participants with cardiac,renal, and others constituted a percentage of 27.9% of the 
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study sample.By asking the study participants who have chronic diseaseabout the period 
since being diagnosed, Table (4.3) shows that 27.9% of participants who had chronic 
diseases were diagnosed since two years. While 24.4% were diagnosed over the past 3 to 5 
years.  Additionally, 25.6% the participants were diagnosed over the past 6 to 10 years. 
Finally 22.1% of participants were diagnosed since more than 10 years.  The overall mean 
of diagnosing chronic diseases was 7.02 (SD 6.3).  By asking the study participants who 
have another chronic diseaseabout the period since being diagnosed, Table(4.3) shows that 
32%of the participants were diagnosed since two years. While 32% of the participants 
were diagnosed over the past 3 to 5 years. Additionally,12% of the participants were 
diagnosed over the past 6 to 10 years. Finally 24% of participants were diagnosed since 
more than 10 years. The overall mean of diagnosing of having another chronic disease was 
7.23 (SD7.51). 
Table (4.3): Distribution of the study participants according to their medical history 
Item Number % 
Suffer from any chronic diseases 
Yes 86 21.6 
No 313 78.4 
Total 399 100.0 
Type of chronic Diseases 
Hypertension 12 14.0 
Diabetes Mellitus 53 61.6 
Hypertension and Diabetes Mellitus 18 20.9 
Cardiac diseases 2 2.3 
Renal diseases 5 5.8 
Chronic Obstructive Lung Diseases 5 5.8 
Other 12 14.0 
How many years since were your diagnosis with disease 1 
2 years and less 24 27.9 
From 3 to 5 years 21 24.4 
From 6 to 10 years 22 25.6 
More than 10 years 19 22.1 
Total 86 100.0 
Mean = 7.02 , SD = 6.33 
How many years since were your diagnosis with disease 2 
2 years and less 8 32.0 
From 3 to 5 years 8 32.0 
From 6 to 10 years 3 12.0 
More than 10 years 6 24.0 
Total 25 100.0 
Mean = 7.23 , SD = 7.51 
 
4.4. Distribution of study participants for regular follow up. 
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The results of quantitative research regarding the commitment to follow ups with clinics 
are represented in Table (4.4) which shows that more than half of participants who had 
chronic diseases did commit to regular follow ups (a percentage of 53.9% of participants). 
While 46.1% of participants who had chronic diseases reported committing to regular 
follow ups. For participants who had chronic diseases and do not conduct regular follow 
up, they were asked if they were approached by the health care providers; the results 
showed that more than two thirds of the participants answered no with a percentage of 
76.6% while about 23.4% affirmed being approached by health care providers to commit 
to follow up regularly. According to UNRWA(2016a), in total, 26% among the NCD 
patients are not coming regularly for their service utilization as well as 12% of those 
patients come with late complications. All of these factors or indicators could be the reason 
for health care providers to assert necessity of having patients committing to regular follow 
ups and required taking a step which involved approaching the clients by the health care 
providers to avoid unfortunate complications.  
By asking the participants if they receive health services from other providers, Table (4.4) 
shows that less than half of the participants answered yes to having utilized services from 
other providers, with a percentage of 41.4% of total participants. On the other hand, about 
60% of participants have not reported utilizing services from other providers. According to  
UNRWA (2016a), it was reported that the quality of health care is the main reason of 
implementing FHT, aside of distributing 22 health centers through GS which made the 
accessibility of the health centers increase. At the same time UNRWA is offering medical 
treatment that is free of charge since it was evident that the affordability of health services 
played a major role for the patients to utilize the medical treatment by UNRWA since the 
utilization of health services from health care providers other than UNRWA is not free of 
charge.  By asking the participants who have reported utilizing services from other 
providers about provider of the of other services, Table (4.4) shows that 60.6% of them 
receive services from MoH, and 29.7% of participants receive health services from private 
providers and 7.8% from Military Medical Services, and finally, 1.8% receive services 
from NGOs. These results reflect that there is a duplication of services offered by other 
providers like the MoH, and private providers.  
Table (4.4): Distribution of study participants by selected utilization factors  
Item Number % 
Conducting regular follow up 
Yes 184 46.1 
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No 215 53.9 
Total 399 100.0 
Approached by provider to conducting regular follow up 
Yes 43 23.4 
No 141 76.6 
Total 184 100.0 
Receive health services from other service providers 
Yes 165 41.4 
No 234 58.6 
Total 399 100.0 
The other service providers 
Governmental clinic 100 60.6 
Non-governmental organization clinic 3 1.8 
Private clinic 49  29.7 
 Military Medical Services and others 13 7.9 
Total 165 100.0 
Reasons of seeking services from other organizations   
Have more services 91 55.2 
Better quality of services 77 46.7 
Have staff that is very qualified 30 18.2 
More convenient working hours 23 13.9 
Maintain my privacy 8 4.8 
Closer to home 15 9.1 
Other 9 5.5 
Years of receiving services from other organizations   
Less than 5 years 46 32.4 
From 5 to 10 years 50 35.2 
Above 10 years 46 32.4 
Total 142 100.0 
Mean = 9.43 , SD = 7.60 
Table (4.4) shows the main reasons of utilizing health services from other organizations. 
The reasons are listed as following: (1). More availability of services as reported by 55.2% 
of participants.  (2). Better quality of services as reported by 46.7% of participants, (3). 
More qualified staff as reported by 18.2% of participants. (4). More convenience when it 
comes to working hours as reported by 13.9% of participants. (5). Distance to/from 
providers as reported by 9.1% of participants.  (6). Privacy, as reported by 4.8% of 
participants.  
By asking the participants about the number of years they have been utilizing health 
services from their health center, 32.4% of participants have been utilizing the services 
since less than 5 years, while 35.2% of participants have been receiving service from the 
other providers from 5 to 10 years. Finally, 32.4% of participants have been receiving 
services for more than 10 years. This reflects that more than two thirds of the participants 
received health service from their UNRWA health centers for more than 5 years with a 
42 
 
percentage of 67.6% of total participants. The overall mean of utilizing health services 
from other providers was 9.43 years with (SD=7.60). 
4.5 Study participants' perspectives on traditional and FHT approach of providing 
services  
Table (4.5) reveals that 80.5% of participants had received services through the traditional 
approach while 19.5% of participants did not receive health services through the traditional 
system. By asking participants who have utilized services through the two approaches, 
86% of them preferred the family health team approach over the traditional approach of 
providing services and only 14% of participants prefer receiving health service through the 
traditional approach.  By asking the study participants about the gender of their physician 
preference, most of the participants (73.2%) prefer female physician, while a percentage of 
26.8% of participants prefer male physicians. Concerning gender of the nurse preference, 
Table (4.5) showed that a 79.7% prefer a female nurse, while 20.3% prefer a male nurses.  
Regarding the service provision through the provider gender, more than two third of the 
study participants indicated that gender does not affect their utilization of services (62.2%), 
while about 40% indicated that gender of providers does affect their utilization of services.  
By asking the study participants if they felt embarrassed when they were treated by other 
gender provider than the participant gender, 74.4% of participants indicated that this issue 
is not important to them, however, 25.6% of participants indicated that this issue is 
important to them and it does embarrass them to be treated by a provider of not of their 
gender. 
Concerning the quality of service the participants received, Table(4.5) showed that a 
38.7% received a high quality service but more than half of the study participants indicated 
that received a reasonable/median quality with a percentage of 55.9% of total participants 
and 5.3% of them have indicated that they received services of low quality.  
Table (4.5):Participants' perspectives on traditional and FHT approach of service provision 
Items Number % 
Received services through the old traditional system 
Yes 321 80.5 
No 78 19.5 
Total 399 100.0 
Approach clients prefer 
Family team approach 276 86.0 
Traditional approach 45 14.0 
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Total 321 100.0 
Prefer your physician to be 
Male 107 26.8 
Female 292 73.2 
Total 399 100.0 
Prefer your nurse to be 
Male 81 20.3 
Female 318 79.7 
Total 399 100.0 
Gender of your provider affects the service provision 
Yes 151 37.8 
No 248 62.2 
Total 399 100.0 
Felt embarrassed to be treated by a different gender, other than yours 
Yes 102 25.6 
No 297 74.4 
Total 399 100.0 
Describe the quality of the services that you received 
Of high quality 153 38.7 
Reasonable quality 221 55.9 
Low quality 21 5.3 
Total 395 100 
Describe your health status after receiving services from this center 
Good 249 85.9 
No improvement 26 9.0 
Getting well 3 1.0 
I don't know 12 4.1 
Total 290 100.0 
 
According to UNRWA, (2016), the goal of the new health provision strategy, after the 
reform in health service provision through FHT, was to support initiatives that enhance the 
quality and efficiency of services provided. UNRWA health department always conduct 
workshops and meetings to elevate the level of quality of its services. According to WHO 
standards, UNRWA was able to implement policies in which the standards services quality 
are met by staff capacity building, accessible health centers, and so on to match the goals 
the new FHT  approach is meant to meet.  Table (4.5) showed that the majority of study 
participants (85.9%) described their health status as ―improved‖ after receiving health 
services from UNRWA's health center. Conversely, 9.0% of the study participants have 
reported no improvement in their health status and 1 % have reported deterioration in their 
health status.  
2. Process factors 
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2.1 Staff training and readiness before shifting from traditional services provision 
approach to FHT Approach 
Staff training is the essence of success for any workplace. An effective training with 
emphasis on following safety measures serves as a catalyst for the development and 
growth of an employee skills.  Results of focus group discussions with participants 
revealed in that the health staffs has acquired proper training and believe in their readiness 
to switch to following the FHT approach. Conversely, one-third of the four focus groups 
have indicated that the training they received prior to implementing FHT was short and not 
sufficient. They also added that it did not cover all the needed topics to allow them to 
operate at their fullest potential. On one hand, nurses and midwifes perspectives, the 
training was good enough.  They linked that to having more experience in working within 
teams than physicians. On the other hand, most physician participants indicated that the 
training would be more effective if more time was allocated to it.  From physicians' 
perspective, the training was crucial as they used to focus on treating diseases without 
having a holistic perceptive when dealing with cases.  The adoption of FHT approach 
required from physicians to deal with more cases they used to deal with such as NCD, and 
women health. Such diversity in cases was a challenge for physicians, thus, the training 
program, from physicians' perspective, was not enough.  
In-depth interviews with the decision makers revealed that training and staff readiness to 
introduce FHT approach was well-planned and well- organized. The introduction of FHT 
approach was done through phases and it was piloted before being implemented in all 
health centers. From key-informants point of view, the piloting was a good practice that 
enabled UNRWA to implement a reformed system across its 22health centers in the GS. 
During the piloting, most senior medical officers have visited the piloted centers and then 
all of them expressed the need of their centers to adopt FHT. One participant stated that 
“Change will not happen if someone says I am prepared to it without, indeed, 
implementing it. During the implementation, you realize that your needs are changed and 
you even can have new ideas to implement that enhance effective implementation."  [51 
years old, female Key- informant] 
From the eyes of key-informants, trainings was more of in-service training as it was done 
in all health centers.  One key-informant stated “Training was conducted in all health 
centers with the involvement of all staff. The allocated time was enough. The main 
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challenge was to train staff on the use of E-health system." [61 year-old male, Key-
informants]. 
In regards to the staffs’ readiness, from health care providers perspectives, they were 
informed previously that a major reform will be taking place in which the FHT approach 
will replace the traditional approach when it comes to the  provision of health services. 
From participants' perspective, physicians were the main target to be trained and prepared 
for this major reform. The FHT approach required from physicians to provide 
comprehensive services to families instead of specialized services. One physician did say 
―Before adopting the family health team approach, we used to have specialists who deal 
with different cases, right now, we treat all cases‖ [46 years old, male physician]. 
From decision makers' perspectives, the implementation of FHT approach required high 
level of cooperation among teams. The cooperation was a basis to divide tasks across team 
members, mainly among midwifes, nurses, and physicians. The implementation of FHT 
also required high level of flexibility from all staff members, starting from the top 
management to the front-line workers. Finally, while the new reform represented a change 
of the way physicians conducted their practices, to the nurses and midwives it was seen as 
a pure empowerment and an integrated training program. The FHT has introduced new 
skill sets and increased the capacity of the nurses and midwives to operate at higher level 
of potential where nurses learned to do their work more efficiently as a complementary 
team not a group of workers.  A senior Key-informant stated "Empowerment of nurses is 
one of the main learnt lessons through preparing the staff to implement FHT” [51, female 
key-informants]. 
 
 
2.2 Protocols for implementing FHT  
All participants in the four focus groups mentioned that there is no designated protocols for 
FHT, however, each service delivered at UNRWA has its own technical instructions that 
are consistent with WHO recommendations and guidelines.  The adoption of FHT was a 
challenge to service providers, particularly physicians as services providers, because they 
were no longer focusing on one area. Instead the scope of their work was widened and the 
specialization aspect of work diminished with the new system.  Thus, providers were 
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required to familiarize themselves with different protocols such as NCD which was a 
tiresome deal for some of them.  One physician stated “At the beginning, I got tired of 
knowing all protocols of the different services, it took me two weeks to study the protocols 
in order to become a physician working within FHT”[37 years old, female physician]. 
From the in-depth interview with the key-informants perspective, it was evident that there 
are no protocols to be followed for FHT. Instead, FHT was viewed as a new integrated 
model for service delivery. Currently, and consistent with what participants of focus 
groups stated, most diseases such as NCD have specialized protocols. The presence of such 
protocol was a great tool that significantly helped service providers to provide a 
comprehensive package of services to their clients.   Interestingly, UNRWA keeps 
updating its protocol and share their updates with staff through emails. A key-informant 
stated" the service should be provided based on clients need, in general, every five years 
the UNRWA updates its protocols according to the internationally implemented guidelines. 
Recently, UNRWA introduced preconception care -for example- and it has its own 
protocol”[61 years old, Key informant]. 
Most of the participants indicated that healthcare practitioners have been trained on how to 
use the available protocols prior to the implementation of FHT and have received hard 
copies of the protocols and also received the updated protocols. This finding was consistent 
across all study participants.  
2.3 Monitoring and supervision  
From participants' perspective, UNRWA has a good system of supervision and monitoring. 
Indeed, participants stated that the current success of FHT implementation was an outcome 
of commitment made by top management through the manifestation of continuous 
monitoring. In health centers, monitoring is not only a duty of the senior managers, but 
also a duty of every member of the team.  The FHT proposes performance indicators that 
all teams are required to match.  The performance indicators created organizational change 
in which each member within the team is responsible for and committed to achieving the 
outcome indicators.  One nurse stated“All teams monitor and follow up their work 
thoroughly, somehow, we now do more of self-monitoring”[57 years old, staff nurse]. 
UNRWA's has introduced statistical monitoring measures such as antibiotic use rate, client 
satisfaction, and check lists about each service provision properly.  The implementation of 
FHT did help in achieving good outcomes such as decreasing the use of antibiotic. One 
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provider stated "After implementing FHT, the antibiotic use rate has decreased, and drug 
rationalization is becoming more and more achievable." [39 years old, female Key-
informants].  Additionally, key informants stated that UNRWA has timetable that is used 
to track the progress of performance of each center. In addition to receiving special course 
in monitoring, E-health system has enabled Senior Medical Officers to actively monitor the 
performance of center as stated by key informant “We have trained all staff on monitoring 
performance of FHT and we trained senior medical officers in monitoring as well."[51 
years old, Key-informants].  The FHT serves as a comprehensive monitoring platform in 
which self-mentorship was introduced to healthcare staffs and emphasized on by top 
management.The FHT set criteria and provided a benchmark for goals attainability within 
a health center, all while taking mentorship to a new level, thus, applying the element of 
control to the actual end results to the goals and criteria set in advance.  
2.4 Workload after implementing FHT 
Results of the focus groups discussion and in-depth interviews revealed that there is a 
decrease in the workload after FHT has been implemented at UNRWA and this is due to 
improved work efficiency. After the implementation of FHT management was able to do 
workforce analysis in order to improve the labor efficiency and cope up with the 
requirements of the several services now facilitated by FHT.  The analysis was made in 
order to ensure that each employee is not being overworked or underworked, thus, the 
concept of task shifting was introduced to exchange efforts between the health care 
providers and improve cooperation while increasing human resources efficacy.  Over the 
course of the past ten years, it is well known the population of GS has been drastically 
increasing. Unluckily, UNRWA did not increase the health service providing centers 
mainly due to the financial crisis that the UNRWA is facing.  Additionally, the utilization 
rates of UNRWA services are high due to the accessibility and affordability of the services.  
The high demand on UNRWA's service was one of the main reasons to adopt FHT. Since 
the financial budget of UNRWA was tight, it had to consider a more efficient way in which 
services are effectively and sufficiently delivered while maintaining an equitable 
distribution the workload among healthcare staff members. Before implementing FHT, on 
a daily basis, each physician used to treat 100 cases. After the implementation of FHT, the 
ratio of cases treated to physicians has decreased to 80 patients per a physician each day. 
UNRWA aims to distribute the workload to be about 70 cases per FHT each day. The 
current workload is not far from the target, as stated by a key informant―FHT can provide 
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health services to 110 cases per day, however, sometimes they provide services to 40 
cases. On average, each FHT provide services to 70 cases per day."  [39 years old, Key 
informants]. 
Focus group discussions revealed that the human resources are not distributed fairly across 
health centers and some physicians have very limited ability to enjoy their annual leaves.  
The focus group discussion also revealed that staff are loaded with additional tasks 
required from them such as screening services. One staff nurse stated“The introduction of 
screening services to the provided services increased our workload. Each day, at least 18 
cases should be screened for NCDs, it doesn’t matter for the administration them. The 
current workload may lead sometimes to a burnout." Key informants agrees that there is a 
need to recruit more staff, however, the current financial crisis limited UNRWA's ability to 
hire more staff.  Key-informants stated “At the beginning it was difficult to adopt FHT, but 
through needed analysis, like manpower analysis, we were able to pass up the need of 
recruiting 20 new staff members while providing required services thanks to adopting the 
FHT Approach‖ [51 years old, Key-informants]. 
2.5 System readiness (E-health) for the implemented FHT 
Findings from focus group discussions and in-depth interviews with key informants 
revealed that some of health centers started to implement the FHT approach by the old 
health family cards (hard copy) while other health centers were able to start with the usage 
of E-health system. After the internal structure was prepared and the internet were 
provided to replace the old system, the E- health team members at UNRWA were able to 
train the staff members at each health centers so that they can use the system properly. At 
first, the health centers were provided by private intranet connection (HIS). Then UNRWA 
coordinated with other professionals from other countries and applied a management 
system, E-health version 5, to the database that is full of information about the patient 
profile, medical condition, recent medications, and other queries applied to the mentioned 
tables. When they find any gap or needed modification according to the health care 
providers' recommendation to with stand the needs of their clients, E-health team members 
can do the needed change. 
Based on the discussion with the focus groups, each family was categorized based on their 
registration numbers and were distributed fairly among family health teams. Using the new 
E-health system affiliated with FHT, numbers of clients are adjusted according to the 
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workload. By the provision health services through the new E-health system, a specialized 
crew started training the medical staff. It would take them from six to eight weeks to 
complete the training. There was also a close follow up from the SMOS, AHO on this 
important step while it was being implemented.  According to the discussion with the key-
informants, they stated that medical history of the patient is protected by the provision of 
E-health.  In addition to that, any history of drug abuse became evident and monitored 
through E-health. The system maintained confidentiality of the patient health file. 
3-Providers Factors 
3.1 Staff qualifications and knowledge needed to implement FHT 
In-depth interviews and focus group discussions have revealed that medical staffs were 
qualified enough to start providing services.  Additionally, the in-services training before 
implementing FHT increased the level of staff knowledge.  Participants of focus group 
discussions agreed that they were qualified enough to start implementing FHT and 
adhering to the system protocols within the clinics, particularly nurses and midwives. 
However, for physicians, it was a must that they update their knowledge regarding the 
other types of services that they used to provide. The main change in knowledge required 
from them was to shift the scope of their work from traditional service provider to a family 
physician. A 47 year-old male physician stated that: “At the beginning stage of the FHT 
implementation, it was unclear and difficult to adopt the new approach, but now after 
experience on working as family doctor several things became easy and prominent.” And 
according to the health care providers' perceptions, that past experiences played a good role 
in implementing the new approach and to be delivered in a suitable way. 
Regarding the perception of the decision makers on needed knowledge, in-depth interview 
with key-informants revealed a shift even in the process of recruiting employers who are 
involved in the selection process for recruiting doctors who have experience as family 
doctors .Key-informants mentioned that they “select the best of the best among the 
nominees to match the new approach standards‖ [61years old, key-informants]. When it 
comes to training of staff and capacity building, the health department has shifted its 
requirements. Instead of hiring master of public health holders, into family health diploma 
holders by minimal expenses. And the donors can support the family medicine diploma 
after they are convinced that we had implemented the FHT like in the developed countries, 
and donors always donate to the successful project or programs .They have done the first 
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cohort and now they are doing the second cohort of family diploma, so that the new  health 
services can be delivered appropriately, key informants  stated” We have trained the staff 
not only once ,or even for several times to higher the their qualifications in the different 
categories”[51 years old, female key-informants].  
3.2 Opinion of the health care providers regarding FHT implementation 
The provision of the high quality health services is the ultimate goal for the new approach. 
During the interviews and focus groups, the participants have expressed the differences 
between the two systems in the way of health services are delivered. The successful 
outcomes from the implementation of FHT were: (1) the patients became able to recognize 
their patients, and patients became familiar with their doctors. (2) Quality of service 
became better than it was during the period of the traditional system.(3)Trust between the 
health care provider increased with their patients.(4) care became comprehensive rather 
than fragmented(5) The waiting time according to the appointment time was reduced to fit 
the clients convenience. (6) The contact time with the beneficiary became almost three 
minutes for each curative case. (7) There are no wasted resources like before and the labor 
is more efficiently employed. (8) Drugs rationalization and antibiotic rate is maintained 
average of 25% of the total number of drugs prescribed. (9) Doctors are working 
comfortably and checking their patients through a family history and became more able to 
control the drug collectors. (10) Now the services are more capable of maintaining respect 
and confidentiality. 
With regard to the in-depth interview with the decision makers, it revealed that they are 
concentrating on providing the best possible services to the patients. Key-informants stated 
that “the difference between the traditional system and the new FHT system is like the 
difference between hell and heaven” [39 years old, key-informants]. There was a huge 
waste of the resources. For example, when different members of the same family need to 
see different doctors, there would be no connectedness of family related cases, thus a big 
chunk of time would be wasted (an example from the focus group: when a women wanted 
to be treated by MCH doctor and her kids needed to be treated in the general clinic, and her 
mother needed to be seen by her NCD doctor, there was no connection between them and 
it resulted in a huge waste of time). Conversely, when following the new FHT approach, 
patients of the same family will be served by one team that covers all of their needs. In the 
past (2013), there was an outbreak of mumps, and it was easily discovered in one day, 
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because the same doctor treated 7 cases belonging to one family. Now the FHT approach is 
person centered and family centered, and there is a good communication between the 
health care provider and the clients.  The provider can ask about the medical condition of 
the clients’ relatives, it is the new way of respect the dignity of the clients. One time a 
satisfaction survey/interview was done to hear from the clients about the FHT and the 
services they provided. The results were that more than 85% of the interviewed 
beneficiaries were satisfied and say that the service is good and hoped for the service to 
keep going on the same direction. Key-informants stated “Words can express stronger 
than numbers, prior to FHT was an era and now it is a new era. Previously the services 
were fragmented, now it is holistic and comprehensive‖ [51years old, female key-
informants].  
3.3 Attitude change from both clients and health care providers after FHT 
implementation 
Focus group discussion with the health care providers and in-depth interviews with the 
key-informants revealed a significant change in clients' attitude towards the delivered 
health services post to the FHT approach implementation.  Patients became familiar with 
their service providers and they now cooperate with them in several issues, even ones 
related to the community engagement, and feedback so that they can gain appropriate 
services. Trust became stronger between the clients and the healthcare services’ providing 
teams. Patient became more cooperative and are more encouraged not to hide any 
information regarding his medical condition, and say the truth to his/ her healthcare 
provider. Moreover, clients developed a sense of gratitude to the family health teams 
because of the protocol of doctor-patient confidentiality. Health care providers stated: 
“Now FHT is better, because we are able to know more about our people and familiarize 
ourselves with their life aspects. People also knew us better than before”[37 years old, 
female midwife]. 
The interviewees and practitioners have also expressed their satisfaction about the change 
in attitude when encountered with their clients. They mentioned that they felt proud that 
the patients knew the name of their doctors, and the patient feel comfortable when they 
come to utilize health services. Clients feel that they are coming to their private clinic, 
patients now come to clinic of the doctors and treated better than visiting several doctors 
outside UNRWA health centers, Key-informants stated “One time I heard the patient that 
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he is going to get consultation through Dr.XY, and he is my private physician‖.[51 years 
old, female key-informants]. The relationship between doctors and their patients previously 
was limited, and it doesn’t go beyond asking certain questions. However, after FHT was 
implemented, the patients' attitude towards their providers has changed to the best. The 
patients used to complain about their physicians and health service provided and now that 
has been deceased a lot and the patient’s attitude is much better.  A 51-year old, key-
informants stated that: “Surprisingly, while I was passing in the beach health center, one 
female patient stopped me, and I thought that she is complaining about staff member, but 
she expressed her respect and thanks to the FHT who served her. I say that this is the best 
evaluation to the success of our FHT approach implementation”. Having discovered that 
from the key-informant,  this suggests that one of the main reasons of the reformed system 
has been attained which is that each patient treated at  UNRWA health center is treated 
with respect and dignity without being looked down upon for seeking free healthcare 
services.  The FHT approach has achieved several goals like, (1) Trust building between 
the health care provider and their clients.(2) The community became more engaged  with 
the health care providers through providing a proactive feedback which contributed to 
producing comfortable services.(3) Health service became comprehensive ,and not disease 
oriented. (4) The FHT implemented a successful use of database management systems in 
the field of health.  Finally, on the several aspects related to the implementation of FHT, 
participants from both focus groups and in-depth interviews expressed their satisfaction 
and appropriateness for the new reform and their quality perception is better than the 
traditional way of delivering the health services and improving the doctor-patient 
relationship.  
 
4. Outcomes 
4.1 Perceived quality of health services from study participants’ point view 
Patient perceptions of service quality have become an important component in measuring 
the quality of care and healthcare services. The SERVPERF model of measurement for 
customer perception was used to measure the quality of services provided through the FHT 
approach.  The five dimensions considered were tangibles, reliability, responsiveness, 
empathy, and assurance.  
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Regarding Tangiblefindings, Table (4.6) reveals that more than two-thirds of study 
participants (78.4%) found it easy to adapt to receiving health services through FHT. 
While less than 10 % of the study participants found it not easy to adapt the new way of 
healthcare services’ provision through FHT. Also, 76.2% of the study participants 
indicated that FHT has positively improved the quality of services they received. On the 
contrary, 7.8% of the study participants indicated that FHT Approach didn’t improve the 
quality of services they received. A percentage of 16.0% of the study participants were 
not sure whether the FHT has improved the quality of services they have received or not. 
The mean percentage was 76.8%. Finally, 83.7% of the study participants have indicated 
that FHT approach has enabled providers toprovide them with good healthcare. It is worth 
mentioning that the study findings are consistent with the results of the study done by 
Steinwachs and Hughes (2008).A percentage of 4.8% of the study participants indicated 
that FHT approach did not enable providers to provide them with good care. It is 
interesting to mention that 11.5% of the study participants were unable to judge if the FHT 
has enabled providers provide them with good care or not. The mean percentage was 
79.0%.  
Concerning responsiveness of health services to clients' needs, on one hand, a total of 76% 
of the study participants have indicated that FHT approach ensures providing them with 
health services at the right time. On the other hand, 9.8% of the study participants have 
indicated that FHT approach did not ensure providing them with health services at the right 
time and 14.3% of study participants were not sure if the provision of health services 
through FHT was different from the traditional way of providing services in guaranteeing 
the provision of health services at the right time.  
Additionally, a percentage of 83.7% of the study participants indicated that FHT approach 
helps in maintaining continuity of care while a percentage of 6.8% of the study participants 
have indicated that FHT approach did not help in maintaining continuity of care. The 
findings of this part of study is consistent with the study findings of (Gaboury et al., 2009). 
FHT approach helps in maintaining continuity of care.  The mean percentage was 78.4%. 
Regarding clients perception about whether the provision of service through FHT has 
promoted receiving comprehensive health care service, more than two-thirds of the study 
participants have agreed that FHT approach has promoted comprehensiveness of care and 
only 6.8% of the study participants indicated that FHT approach did not promote 
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comprehensiveness of care. The mean percentage was 78.4%.The study findings are 
consistent with the study conducted by Seita (Seita et al., 2014). 
As for the measurement of the services compellability with beneficiaries' needs, when 
asking the study participants if FHT promotes receiving services matching their needs, 
only 74.2% of the study participants have agreed that the provided services were matching 
their needs while 5.8% of the study participants indicated that the FHT services were not 
based upon their needs. Additionally, more than 20% of the study participants were not 
sure if the services received are compliable with their needs.  The mean percentage was 
76.4%. The findings were consistent with an UNRWA report which discussed how 
providing the services with regards to the needs of the patients was one of the main 
challenges for the agency (UNRWA, 2013). The study findings also emphasized the 
achievement of this main goal (which is to have services that are compatible with the needs 
of beneficiaries) and highlight the urgency of addressing that challenge.  According to 
Herbert (2005), a scholar in the field, it is very important that the patients can have good 
accessibility to their health services that are compatible with their needs and by the right 
professionals at the same time (Herbert, 2005). The findings of this study do a good job 
evaluating the FHT approach in terms providing services more compatible to the 
customer’s needs and by a team of specialized professionals when compared to the 
traditional way of provision of health services which suffered a lot from satisfying that 
need and tackling that obstacle. 
 
 
 
Table (4.6) Perceived quality from study participants point view 
Items  
Strongly 
Disagree 
Disagree Neutral Agree 
Strongly 
Agree 
Weighted 
Mean % 
Tangibles 
It was easy to adapt to 
receiving health services 
through FHT 
No. 8 22 56 243 70 
77.2 
% 2.0 5.5 14.0 60.9 17.5 
FHT approach has improved 
the quality of services you 
received   
No. 7 24 64 233 71 
76.8 
% 1.8 6.0 16.0 58.4 17.8 
FHT approach enabled No. 6 13 46 262 72 79.0 
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providers to provide you with 
good care 
% 1.5 3.3 11.5 65.7 18.0 
Responsiveness 
FHT approach ensures 
providing health services at 
the right time  
No. 11 28 57 242 61 
75.8 
% 2.8 7.0 14.3 60.7 15.3 
FHT approach helps in 
maintaining continuity of care 
No. 10 17 38 265 69 
78.4 
% 2.5 4.3 9.5 66.4 17.3 
FHT approach promotes 
providing comprehensive care  
No. 8 19 58 224 90 
78.4 
% 2.0 4.8 14.5 56.1 22.6 
FHT services provided based 
upon your needs 
No. 6 17 80 237 59 
76.4 
% 1.5 4.3 20.1 59.4 14.8 
FHT approach promotes 
courteous and polite 
providers' behavior towards 
clients 
No. 15 19 59 194 112 
78.4 
% 3.8 4.8 14.8 48.6 28.1 
FHT approach enabled 
providers to understand the 
specific needs of clients 
No. 10 29 70 246 44 
74.2 
% 2.5 7.3 17.5 61.7 11.0 
Competence 
FHT approach promotes good 
performance of staff 
No. 9 25 74 217 74 
76.2 
% 2.3 6.3 18.5 54.4 18.5 
FHT staff members were 
knowledgeable regarding to 
your health conditions 
No. 9 53 61 212 64 
73.4 
% 2.3 13.3 15.3 53.1 16.0 
FHT staff members have 
all the required skills to 
provide you with the 
needed services 
No. 8 32 91 201 67 
74.4 
% 2.0 8.0 22.8 50.4 16.8 
FHT approach helps you in 
building trust with the health 
care provider 
No. 8 36 57 238 60 
75.4 
% 2.0 9.0 14.3 59.6 15.0 
Items  
Strongly 
Disagree 
Disagree Neutral Agree 
Strongly 
Agree 
Weighted 
Mean % 
FHT approach maintain 
and respect confidentiality 
of health records 
No. 6 7 40 263 83 
80.6 
% 1.5 1.8 10.0 65.9 20.8 
FHT approach gives health 
care providers the chance of 
being in close contact with 
their clients 
No. 7 27 50 229 86 
78.0 
% 1.8 6.8 12.5 57.4 21.6 
FHT approach has improved 
the provider's willingness to 
help. 
No. 6 17 57 252 67 
77.8 
% 1.5 4.3 14.3 63.2 16.8 
Empathy 
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FHT approach ensures the 
commitment of the health 
care providers towards their 
clients 
N 8 16 52 247 76 
78.4 
% 2.0 4.0 13.0 61.9 19.0 
FHT gives the staff the 
feeling of trust in providing  
health care to clients 
N 6 21 53 249 70 
77.8 
% 1.5 5.3 13.3 62.4 17.5 
FHT gives the clients 
comfortable feeling in 
receiving health care and 
communication with staff 
N 11 23 67 218 80 
76.6 
% 2.8 5.8 16.8 54.6 20.1 
FHT approach makes 
health care providers more 
accessible    
N 5 10 49 228 107 
81.2 
% 1.3 2.5 12.3 57.1 26.8 
FHT approach enabled 
providers to provide you with 
good care 
N 6 13 46 262 72 
79.0 
% 1.5 3.3 11.5 65.7 18.0 
FHT approach focus more on 
you as a whole person(not  
only as a case) 
N 23 134 53 150 39 
62.4 
% 5.8 33.6 13.3 37.6 9.8 
Overall FHT approach 
improved the 
communication between 
patients and providers 
N 8 16 54 261 60 
77.4 
% 2.0 4.0 13.5 65.4 15.0 
FHT approach has helped 
providers to maintain the best 
interest of the clients 
N 11 18 57 258 55 
76.4 
% 2.8 4.5 14.3 64.7 13.8 
Reliability 
The FHT approach ensures 
providing health services that 
are appropriate   
N 7 13 63 250 66 
77.8 
% 1.8 3.3 15.8 62.7 16.5 
FHT approach provides the 
appropriate atmosphere for 
communicating with health 
staff and receiving care 
N 9 22 56 238 74 
77.4 
% 2.3 5.5 14.0 59.6 18.5 
Over all Mean of Perceived Quality = 76.72, SD= 13.10 
 
One of the most common complaints of beneficiaries of health services is the way the 
treating physicians treat them because they receive services that are free of charge which 
discourages the patients or clients from committing to follow ups or even going to 
UNRWA clinics in the first place. The study draws a correlation between the 
implementation of the FHT approach and the promotion courteous and polite provider 
behavior towards clients and highlight the importance of the aspect. Interestingly, 63.4% of 
the study participants indicated that provision of health services through FHT approach has 
promoted good providers' behavior towards their clients such as being polite with them and 
manage to relate FHT approach with more polite manner of service providers. In the other 
hand, a percentage of 8.6% of the study participants have indicated that FHT approach did 
not promote good providers' behaviors or failed to see a connection between good health 
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care provider’s manner and the implementation of the FHT approach. The mean 
percentage was 78.4%. The findings of the study are consistent with the study made by 
(Russell et al., 2017).  Finally, 72.7% of the study participants have indicated that FHT 
approach enabled providers to understand their specific needs, while, less than 10% of the 
study participants have indicated that the provision of health services through FHT did not 
increase providers' understanding of their specific needs and 17.5% of the study 
participants could not judge if the provision of health services have improved providers’ 
understanding to their needs. The study findings expressed the new change attributed to the 
implementation of FHT and expressed how it is better than the traditional system which 
was previously adopted in that regards.  
The third domain of the SERVPERF modelwas competences of health care providers. As 
in Table (4.6), about two-thirds (72.9%) of the study participants have indicated that FHT 
approach has promoted the health care providers’ competence and resulted in a better staff 
performance.  Interestingly, about 20% of study participants were not sure of the provision 
of services through FHT has promoted good staff performance and even 8.6% of the study 
participants do not agree that provision of health services through FHT promoted good 
performance of staff.  
With regards to staff members knowledge about patient health conditions, 15.6% of the 
study participants have indicated that health staff members were not knowledgeable about 
their health conditions, while 59.1% of the study participants have indicated that staff 
members were knowledgeable about their health conditions. The mean percentage was 
73.4%. From the researcher point of view the findings express that the health care 
providers should spend more effort and time to be knowledgeable about the clients’ health 
condition and to concentrate more on the medical file of the client.  
When participants were asked if they think that the staff have all the required skills to 
provide them with the needed services, only 67.2% of the participants indicated that staff 
members do have the required skills to provide them a proper care. A total of 10% of the 
study participants have indicated that the staff members don’t have the required skills to 
deliver the needed health services and 22.8% of the study participants could not judge if 
the staff has the required skills to deal with their health needs.   The mean percentage was 
74.4%. 
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Regarding building trust between the health care provider and patients, a small portion 
(11%) of the study participants have indicated that receiving health services through FHT 
approach did not help in building trust with health care providers, while 74.6% indicated it 
did help in building trust with the health care provider. A total of 14.3% were neutral. The 
mean percentage was 75.4%. 
Regarding to confidentiality of the health records, a percentage of only 3.3% of the study 
participants have indicated that the provision of health services through FHT did maintain 
and respect the confidentiality of the health records, while 86.7% of the participants 
indicated it did maintain and respect confidentiality of the health records. A total of 10% of 
the study participants were neutral. The mean percentage was 80.6%. The findings were 
consistent with the findings of Shahin (2013), who emphasized on the importance of 
shifting to record keeping through E-health instead of the formal way of paper registration 
(Shahin, 2013). 
Regarding the chance of increasing the duration of contact time between beneficiaries and 
their health care providers, only 8.6% of the study participants indicated that FHT 
approach did not increase the contact time of the health care provider with the clients, 
while 69.9% of the participants indicated that FHT approach did increase the session 
duration with their providers. A total of 12.5% of the study participants were neutral. The 
mean percentage was 78.0%. This study emphasized the need to increase the contact time 
found out the FHT approach contributed that positive change of outcomes. The results of 
the study in that regards go hand in hand with the a study done by UNRWA emphasizing 
that in order to obtain a high quality outcomes, there should be good contact time between 
patients with the clients and the study addressed that parameter (UNRWA,2016a).  
Finally, it is worthwhile for this study to mention that 80% of the participants have 
indicated that FHT approach has improved the providers' willingness to help them rather 
than just helping because it is a part of provider’s job.  In the other hand, 5.8% of the study 
participants have indicated that FHT approach did not improve providers' willingness to 
help them.  A total of 14.3% of the study participants were neutral. The mean percentage 
was 77.8%. The findings of the study was consistent with researcher findings (Suter et al. 
2009).  Concerning commitment of the health care provider towards their clients, 6% of the 
study participants have indicated that FHT approach did not ensure commitment of the 
health care providers to their clients, while 74.9% of the study participants indicated that 
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FHT approach have ensured commitment of the health care providers towards their clients. 
A total of 13% were neutral. The mean percentage was 78.4%. 
As to whether FHT gives the medical staff the feeling of trust in providing health care to 
their clients, 6.8% of the study participants indicated that FHT did give the providers the 
feeling in providing health care to their clients, while 79.9% of the study participants have 
indicated that FHT approach gives the staff the feeling of trust in providing health care to 
them. A total of 13.3% of the study participants were neutral .The mean percentage was 
77.8%. The findings of the study are consistent with the study done by Pike (1991) who 
also indicated that feeling of trust can also lead to strong relationship between the health 
care providers and the clients (pike, 1991). 
As to measuring the clients’ comfort about received health care services and ability to 
communicate with staff, a percentage of 8.6% of the study participants indicated that FHT 
did not give the clients feelings of comfort while receiving healthcare and allowed 
communication with the staff, while 74.7% of the participants indicated that FHT gives the 
clients comfortable feeling in receiving health care and communication with staff. A total 
of 16.8% of the study participants were neutral. The mean percentage was 76.6%. 
Regarding the evolution of accessibility to services by health care providers, 3.8% of the 
study participants indicated that FHT approach did not make the health care providers 
more accessible while 83.9% of the participants indicated that FHT approach did make 
health care providers more accessible and easier to communicate with. A total of 12.3% of 
the study participants were neutral. The mean percentage was 81.2%. The study findings 
are consistent with the findings of Herbert (2008) who also indicated that patients could 
have good accessibility to health care through the provision of family health team (Herbert, 
2005).  With regards to the provision of health services with good care, 4.8% of the study 
participants indicated that FHT approach did not enable providers to provide services of 
good care, while 83.7% of the participants indicated that FHT approach did enable the 
providers to provide services with a good care.  A total of 11.5% of the study participants 
were neutral. The mean percentage was 79.0%.  The study also took into consideration the 
measurement of individual attention given to clients by providers, 39.4%of the study 
participants have indicated that FHT approach did not feel getting individual attention from 
their providers, while 47.4% of the study participants have indicated that FHT approach 
helps providers in dealing with client as a with individual attention. A total of 13.3% of the 
study participants were neutral. The mean percentage was 62.4%. The findings of the study 
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are consistent with a similar study by Europa (2015) who indicated that the health reform 
is person centered and attains better quality of delivering primary health care than 
traditional system (Europa, 2015).  Concerning the communication between patients and 
health care providers, 6.0% of the study participants indicated that overall FHT approach 
did not improve the communication between patients and providers, while 78.9% of the 
participants indicated that FHT approach improved the communication between patients 
and providers. A total of 13.5% of the study participants were neutral. The mean 
percentage was 77.4%. With regards to evaluating whether health services were provided 
to the clients to their best interest, 7.3% of the study participants indicated that FHT 
approach hasn’t helped the providers to maintain the best interest of their clients, while 
78.5% of the clients indicated that FHT approach has helped the providers to maintain the 
best interest of the clients. A total of 14.3% of the study participants were neutral.The 
mean percentage was 76.4%. Finally the overall mean of the perceived quality of the study 
participants was 76.72 with (SD=13.10). Finally, the last domain of SERVPERF model 
was Reliability. Findings in Table (4.6) showed that 79.2% of the study participants 
indicated that services they received through their FHT approach were appropriate and 
reliable, while 5.1% of the study participants have indicated that services they received 
through their FHT were inappropriate. A total of 15.8%of the study participants were 
neutral. The mean percentage was 77.8%. Finally, the study findings is consistent with the 
study of Cote and Colleagues (2008).   
The study also focused on addressing whether FHT approach provides the appropriate 
atmosphere for communicating with health staff and receiving care, 8.6% of the study 
participants indicated that FHT approach did create appropriate atmosphere for 
communicating with health care providers and receiving care, while 78.1 % of the study 
participants have indicated that FHT approach did create appropriate atmosphere for 
communicating with health care providers and receiving care. A total of 14.0% of the study 
participants were neutral.The mean percentage was 77.4%. 
The overall mean of perceived quality of health services provided through FHT was 
76.2%. The study findings is consistent with (Tancred, 2016; Dahrouge et al., 2016) as 
well as (Carrroll et al.,2016) where it is pointed out that the overall perception of the 
quality of the service to be delivered to the clients is measurable to the respect of the 
atmosphere, alternates and the main purposes of the service. 
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4.2 Satisfaction with the provided services 
By asking the study participants if they are satisfied with the provision of health services 
through FHT approach, Table (4.7) showed that 6.8% of the study participants are 
unsatisfied because they do not feel they could obtain services with ease from the health 
center through the FHT approach. On the other hand, 77.2% of the study participants were 
satisfied with the ease of obtaining services from the health center through the FHT 
Approach. Finally A total of 16.0% of the study participants were neutral. The mean of 
satisfaction measure was 77.0%. 
Regarding the satisfaction with the waiting time in the health center, 37.1% of the study 
participants were dissatisfied about the waiting time in the health center, while 34.1% were 
satisfied with the waiting time they spent waiting to receive health services. A total of 
28.8% of the study participants were neutral. The overall mean satisfaction level was 
58.8%. 
Regarding the ease and appropriateness of the appointment system and making 
appointment for follow up visits, 6.8% of the study participants were unsatisfied of the 
appointment system, while 79.2% of the study participants were satisfied with ease of 
booking appointment system for follow up visits. A total of 14.0% of the study participants 
were neutral, and overall mean satisfaction level 77.6%. 
By asking the study participants if they were satisfied with the performance of FHT in 
general, about a total of 6.0% of the study participants were dissatisfied the performance of 
FHT. However, 81.7% of the study participants expressed satisfaction with the 
performance of FHT in that regards. The overall mean satisfaction level was 78.0%. By 
asking the study participants if they are satisfied with the explanation they have received 
about their health condition, 5.6% of the study participants have expressed their 
dissatisfaction, while 79.7% of the participants expressed that they are satisfied with the 
explanation they have received from their providers about their health conditions.   The 
overall mean satisfaction level was 78.0%. This study findings are consistent with 
(Worthington, 2004). And according to (UNRWA, 2010) the new health reform of FHT 
was to reach the quality of service and to satisfy the needs of the patients. 
With regards to clients' satisfaction of providers respect to their privacy, a total of 11%  of 
the study participants were not satisfied, meanwhile, 86.5% of the study participants 
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expressed satisfied with the providers’ respect to their privacy.  The overall mean of 
clients’ satisfaction level about their providers’ respect of their privacy is 80.8%. 
Table (4.7) illustrates that 6.3% of the study participants were unsatisfied with physical 
environment allocated to their FHT. In contrary, a total of 76.9% of the study participants 
were satisfied with the physical environment allocated to their FHT in the health center. A 
total of 16.8% of the study participants were neutral.  The overall mean satisfaction level 
was 76.0%.  
By asking the study participants if they were satisfied with the providers responses to their 
questions, only 7.0% of the participants were unsatisfied with the answers they receive   
from health care providers, while 75.5%of the study participants were satisfied with the 
answers they receive from their FHT.  
The overall mean satisfaction level was 77.8%.With regards to the health education 
materials received regularly from FHT, 5.3% of the study participants were unsatisfied 
about the health education materials that they receive from their FHT, meanwhile79.2% of 
the study participants were satisfied about the health education materials they received 
through their FHT staff. A total of 15.5% of the study participants were neutral. The 
overall mean satisfaction level was77.4%.Regarding the health counselling received by the 
clients from FHT.  
Table (4.7) shows that 6.3% of the study participants were unsatisfied with the health 
counselling while, 77.5% of the study participants were satisfied about health counselling 
received from clients FHT staff. About 16.3% of study participants were neutral.  The 
overall mean satisfaction level was 76.8%. By asking the study participants if they are 
satisfied with the contact with their FHT, 18% of the participants were unsatisfied about 
the contact time, while 54.4% of the study participants were satisfied about the contact 
time, about 27.6% were neutral. The overall mean satisfaction levelwith the contact time 
was 68.2%.  
By asking the study participants if they are satisfied with the overall length of their visits 
from the first moment they enter the health center until the moment they leave the health 
center, 26.4% of the participants were unsatisfied about the length of their visits, while 
43.3% of the study participants expressed satisfaction with the overall length of their visits. 
About 30.3% of the study participants were neutral. The overall mean satisfaction 
levelwith the contact time was 63.8%. From the researcher point of view, the findings of 
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the study showed low percentage of participants’ satisfaction about the contact time, and 
this important aspect should be emphasized and improved through close monitoring to the 
time spent with the patients, and further steps could improve such point like appointment 
system. 
Table (4.7) Distribution of the study participants according to their Satisfaction 
Items  Disagree Disagree Neutral Agree S. Agree 
Weighted 
Mean 
The ease of obtaining 
service from the health 
center through the FHT 
N 12 15 64 237 71 
77.0 
% 3.0 3.8 16.0 59.4 17.8 
The waiting time in the 
health center 
N 40 108 115 106 30 
58.8 
% 10.0 27.1 28.8 26.6 7.5 
Making appointment for 
follow up visits 
N 7 20 56 248 68 
77.6 
% 1.8 5.0 14.0 62.2 17.0 
The performance of the 
FHT all in all is good 
N 8 16 49 258 68 
78.2 
% 2.0 4.0 12.3 64.7 17.0 
The services providers’ 
explanations about your 
health condition/s  
N 5 17 59 251 67 
78.0 
% 1.3 4.3 14.8 62.9 16.8 
The services providers’ 
respect of your privacy 
N 3 12 39 259 86 
80.8 
% 0.8 3.0 9.8 64.9 21.6 
The physical 
environment allocated to 
my FHT in the health 
center 
N 7 18 67 263 44 
76.0 
% 1.8 4.5 16.8 65.9 11.0 
The services providers 
answers to your 
questions. 
N 8 20 70 211 90 
77.8 
% 2.0 5.0 17.5 52.9 22.6 
The health education 
materials that I receive 
regularly from my FHT 
staff 
N 9 12 62 255 61 
77.4 
% 2.3 3.0 15.5 63.9 15.3 
Health counselling you 
received from your FHT 
staff 
N 7 18 65 252 57 
76.8 
% 1.8 4.5 16.3 63.2 14.3 
The contact time with 
the FHT health care 
provider 
N 16 56 110 184 33 
68.2 
% 4.0 14.0 27.6 46.1 8.3 
The length of your visits 
(from the moment where 
you entered until the 
moment you left the 
center) 
N 23 82 121 143 30 
63.8 
% 5.8 20.6 30.3 35.8 7.5 
Opening file for 
registration 
N 11 15 68 257 48 
75.8 
% 2.8 3.8 17.0 64.4 12.0 
Generally, you are N 11 12 69 258 49 76.2 
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Items  Disagree Disagree Neutral Agree S. Agree 
Weighted 
Mean 
satisfied with the 
performance of the FHT 
staff  
% 2.8 3.0 17.3 64.7 12.3 
Welcoming and greeting 
of service providers. 
N 11 30 77 221 60 
74.4 
% 2.8 7.5 19.3 55.4 15.0 
The time that FHT team 
gives you to explain 
your complaints  
N 11 26 79 235 48 
74.2 
% 2.8 6.5 19.8 58.9 12.0 
FHT respects patient's 
appointments  
N 8 16 55 267 53 
77.0 
% 2.0 4.0 13.8 66.9 13.3 
The willingness of FHT 
to help their patients. 
N 5 14 60 268 52 
77.4 
% 1.3 3.5 15.0 67.2 13.0 
The response of FHT to 
your questions and 
requests 
N 8 16 73 250 52 
76.2 
% 2.0 4.0 18.3 62.7 13.0 
The ability of FHT to 
promote your self-
confidence  
N 13 27 56 261 42 
74.6 
% 3.3 6.8 14.0 65.4 10.5 
FHT providers make you 
feel safe  
N 14 26 58 253 48 
74.8 
% 3.5 6.5 14.5 63.4 12.0 
Mean = 74.80 , SD = 12.69 
 
The study also addresses the degree of ease when opening a file for registration to benefit 
from UNRWA services (one is required to open a file to benefit from health services in 
Gaza), 6.6% of the study participants indicated that they were not satisfied with the ease of 
opening file for registration, while 76.4% of the study participants were satisfied about the 
ease of opening registration file. 17.0% of the study participants were neutral.  The overall 
mean satisfaction levelwith opening file for registration is 75.8%. 
Regarding the satisfaction with staff performance of FHT, 5.8% of the study participants 
were not satisfied about overall performance of the staff.  Conversely, the majority (77% of 
the study participants) were satisfied with the performance of the FHT staff. A total of 
17.3% of the participants were neutral. The overall general satisfaction with the 
performance of FHT staff is 76.2%. The findings of the study are consistent with (Gittell, 
Fairfield et al. 2000).which indicated that to improve the quality of care and patient 
outcome, good staff performance should be obtained. 
Concerning the welcoming and greeting by the health care providers (once sessions 
started), Table (4.7) showed that 10.3% of the study participants were unsatisfied with the 
greeting of the health care providers, meanwhile 70.4%of the study participants were 
satisfied with the welcoming and greeting of the service providers to them. A total of 
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19.3% of the study participants were neutral. The overall general satisfaction with 
providers welcoming and greeting from service providers was 74.4%. 
Regarding to participants' satisfaction of the time that FHT gives to them to express their 
health complaints, 9.3% of the study participants were unsatisfied, while 70.9% of study 
participants were satisfied with the time that FHT staff allowed for the clients to state their 
complaints. A total of 19.8% of the study participants were neutral. The overall satisfaction 
with the time that FHT spent explaining their complaints was 74.2%.  
By asking the patients about the commitment of FHT staff to their patients’ appointment, 
Table (4.7) shows that 6.0% of the study participants were unsatisfied the providers 
respect to a patient's appointments. While, 80.2% of clients have expressed their 
satisfaction with the providers commitment to their patients’ appointments. The overall 
satisfaction with the FHT respects to patient's appointments was 77.0%.  
With regards to the willingness of FHT staff members to offer further help to their patients, 
4.8% of the study participants were unsatisfied with providers' willingness to offer further 
help, while 80.2% of the study participants express satisfied with the willingness of FHT 
staff members to offer extra help. A total of 15.0% of the study participants were neutral. 
The overall satisfaction with the FHT respects to patient's appointments was 77.0%.77.4%. 
Concerning the responsiveness of FHT staff members to the questions and requests of their 
clients, 6.0% of the study participants were not satisfied about the responses of FHT staff 
to their requests and questions while 75.2% showed satisfaction with the response of FHT 
staff to their questions and requests, and 18.3% were neutral. The overall satisfaction with 
provider’s responses to clients’ questions was 76.2%. 
With regards to the ability of FHT to promote patients confidence, Table(4.7) showed that 
10.1% of the study participants were not satisfied about the providers ability of FHT to 
promote clients self-confidence. In the other hand, 75.9%of the study participants were 
satisfied with the way providers promote self-confidence for their patients. A percentage of 
14.0% were neutral participants. The overall satisfaction with providers’ ability to promote 
self-confidence was74.6%.  
Table (4.7) illustrates that 10% of the study participant were not satisfied and don’t agree 
that they feel safe when dealing FHT, moreover 75.4% were satisfied that FHT providers 
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made clients feel safe. Neutral participants were 14.5%. The overall satisfaction with 
providers’ ability to make their clients feel safe was74.80%.  
The overall mean of satisfaction with the provision of health services through FHT was 
74.80. 
4.3 Appropriateness of health services provided by FHT 
By asking the participants about the appropriateness of FHT approach implemented at 
UNRWA, Table (4.8) showed that 6.1% of the study participants disagree that FHT 
enables clients to receive health care in an easy manner. On the other hand 76.9% of the 
study participants agree that FHT enabled clients to receive health care service in an easy 
manner, and 17.0% of the participants were neutral. The overall mean of clients who feel 
enabled to receive health services in an easier fashion was 76.4%.  
With regards to the FHT approach in helping health care providers to provide an 
appropriate follow ups, 5.3% of the study participants disagree that FHT helps their health 
care providers to provide appropriate follow up of care, meanwhile 78.7% of the study 
participantsagree that FHT had helped their health care providers to provide an appropriate 
follow up of care. A total of 16.0% of the study participant were neutral. The overall mean 
of helping providers to provide an appropriate follow up of carewas 77.4%.  
In regards to receiving sufficient information regarding treatment, 7.1%of the study 
participants stated that through FHT, they did not feel like there were not provided with 
sufficient information about treatment. On the other hand, 75.7% of the study participants 
agreed that through FHT, providers were able to provide their clients with sufficient 
information regarding treatment. A total of 17.3% of the study participants could not judge 
if FHT has enabled the providers to provide them with sufficient information about their 
treatment. The overall mean of the effectiveness of FHT in providing sufficient 
information regarding treatment was 76.2%.  
Table (4.8) Distribution of the study participants according to their Appropriateness 
Items  
Strongly 
Disagree 
Disagree Neutral Agree 
Strongly 
Agree 
Weighted 
Mean 
FHT enables 
clients to receive  
health care services 
in an easy manner 
N 9 15 68 253 54 76.4 
% 2.3 3.8 17.0 63.4 13.5  
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Items  
Strongly 
Disagree 
Disagree Neutral Agree 
Strongly 
Agree 
Weighted 
Mean 
FHT helps health 
care provider to 
provide an 
appropriate follow 
up of care 
N 6 15 64 252 62 77.4 
% 1.5 3.8 16.0 63.2 15.5  
Through the FHT 
you have received 
sufficient 
information 
regarding treatment 
N 5 23 69 248 54 76.2 
% 1.3 5.8 17.3 62.2 13.5  
Through the FHT 
you have received 
sufficient 
information 
regarding choices 
made available to 
you. 
N 5 16 93 250 35 74.8 
% 1.3 4.0 23.3 62.7 8.8  
 FHT approach 
meets your health 
needs.  
N 10 25 81 231 52 74.6 
% 2.5 6.3 20.3 57.9 13.0  
The health care 
provider in the 
FHT you belong  to 
gives enough time 
to address with you 
your concerns . 
N 9 28 73 232 57 75.0 
% 2.3 7.0 18.3 58.1 14.3  
The family health 
team members 
provide services in 
a professional way 
N 11 11 65 267 45 76.2 
% 2.8 2.8 16.3 66.9 11.3  
The health care 
providers of your 
FHT showed 
interest  to your 
questions 
N 9 18 77 205 90 77.4 
% 2.3 4.5 19.3 51.4 22.6  
FHT approach has 
changed positively 
the way of 
providing health 
services—more 
person centric  
N 8 14 62 244 71 77.8 
% 2.0 3.5 15.5 61.2 17.8  
FHT provides 
enough 
cooperation’s 
between different 
services at the 
health center. 
N 8 15 51 278 47 77.0 
% 2.0 3.8 12.8 69.7 11.8  
FHT has facilitated  
your 
communication 
with all the  FHT 
N 7 16 57 263 56 77.2 
% 1.8 4.0 14.3 65.9 14.0  
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Items  
Strongly 
Disagree 
Disagree Neutral Agree 
Strongly 
Agree 
Weighted 
Mean 
members 
FHT approach 
ensures 
comprehensiveness 
of provided health 
care   
N 7 34 61 212 85 76.8 
% 1.8 8.5 15.3 53.1 21.3  
FHT approach 
provides 
opportunity to 
decrease the spread 
of certain diseases 
N 8 14 56 217 104 79.8 
% 2.0 3.5 14.0 54.4 26.1  
FHT approach 
helps providers to 
better understand 
your health 
conditions 
N 7 15 49 271 57 77.8 
% 1.8 3.8 12.3 67.9 14.3  
FHT effectively 
engages my family 
in my health issues 
N 9 27 80 245 38 73.8 
% 2.3 6.8 20.1 61.4 9.5  
Mean = 76.57, SD = 13.07 
 
The Table(4.8) shows that 71.5% of the study participants agree that through FHT the 
clients received sufficient information regarding the range of choices offered to them about 
their treatment by their providers. On the other hand, 5.3% of the study participants do not 
agree that FHT help their providers in providing them with sufficient information 
regarding choices available to them.  Interestingly, 23.3% of clients were unable to agree 
or disagree with the effectiveness of FHT in helping their clients to provide them with 
sufficient information regarding range of choices about treatment from which they can 
choose. The overall mean of the effectiveness of FHT in providing sufficient information 
regarding choices available to their clients was 76.2%. 
 By asking the participants about FHT and whether it matched their health needs, 8.9% of 
the study participants disagreed that FHT  did not help them in meeting their health needs 
while 70.9% of the study participants agree that FHT appropriate did help them to meet 
their health needs. The overall mean of FHT approach in meeting clients’ needs was 
74.6%. 
Table (4.8) showed that 72.4% of the study participants have agreed that FHT approach 
has enabled health care providers to give enough time to their clients to address their 
concerns.  While, 9.3% of the study participants disagreed that FHT approach did not 
enable their health care providers to allocate time to address clients concerns. The overall 
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mean of FHT gives their clients enough time to address concerns was 75.0%.Concerning 
the professionalism of  FHT members, 5.6% of the study participants disagree that the 
family health team provides service in a professional way, while 78.2% of the participants 
agree that the members of FHT provide services in a professional way. A total of 16.3% of 
the study participants were neutral, and the overall of FHT ability to provide services in a 
professional way was 76.2%. 
Regarding the providers interest to answering clients’ questions, Table(4.8) showed that 
6.8% of the study participants disagreed that the health care providers of clients FHT 
showed interest to answering clients’ questions.  At the same time, 74.0% of the study 
participants agree that FHT health care providers showed interest to clients' questions. The 
overall mean of health care providers showed interest to clients’ questions was 77.4%.  
The beneficiaries from health services were also asked if FHT approach has changed 
positively the way of providing health services to become more person-centered, a 
percentage of 5.5% of the study participants disagree that FHT changed positively the way 
of providing health service to become more person-centered. While, 79.0% of the study 
participants strongly agreed that FHT had changed positively the way of delivering the 
health services to become more of patient-centered The overall mean of FHT enabling 
providers to provide more patient-centered services was 77.8%. 
When asking clients whether FHT approach provides enough cooperation’s between 
different services within a health center, Table (4.8) shows that 5.8% of the study 
participants disagree that FHT provides enough cooperation’s between the different 
services in the health center and 81.5% of the study participants agree about FHT creates 
more cooperation between the different services within a health center. The all mean of 
FHT approach as enabling cooperation between different services was 77.0%. 
Regarding the ability of FHT in facilitating reliable patient-doctor communication with all 
FHT members, 5.8% of the study participants disagree that FHT facilitated better clients’ 
communication with the members of FHT staff while 79.9% of the participants agree that 
FHT has facilitated better patient-doctor communication.  The overall mean of FHT 
approach in facilitating communication with all FHT members was 77.2%. 
Concerning the comprehensiveness of provided health care by FHT, 10.3% of the study 
participants disagree that FHT approach ensures comprehensiveness of the provided health 
care. At the same time,74.4% of the participants agree that FHT approach ensures 
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comprehensiveness of the provided health care. The overall mean of FHT approach in 
ensuring comprehensive services was 76.8%  
With regards to the perceived contribution of FHT in limiting the spread of certain 
diseases, 5.5% of the study participants disagree that FHT approach provides opportunity 
to decrease the spread of certain diseases, furthermore 80.5% of the study participants 
agreed that FHT approach provides opportunity to decrease the spread of certain diseases. 
The overall mean of FHT approach in providing opportunity to decrease the spread of 
certain diseases was 79.8%. 
Participants were asked if FHT has enabled their providers to better understand their health 
conditions, 5.6% of the study participants disagree that FHT enabled providers to 
understand their clients’ health condition while, in the other hand, 82.2% of the study 
participants agree that FHT approach helps providers to better understand their clients 
health conditions. The overall mean of FHT approach ability to help health care providers 
in understanding health conditions was 82.2%. The overall mean of FHT ability to improve 
providers to better understand their health conditions was 77.8%. With regards to FHT 
effectiveness in engaging family members in clients health issues, 5.6% of the study 
participants disagree that FHT effectively engages clients’ family with his/her issues. 
Furthermore 70.9% of the participants agree that FHT effectively engages the family with 
clients’ issues. The overall mean of the FHT effectiveness in engaging family members 
with clients’ issues was 73.8%Finally the overall mean of FHT appropriateness was 
76.57% 
4.4 Satisfaction with and utilization of FHT services 
Table (4.9) illustrates that 93.5% of the study participants recommend the use of health 
services provided by FHT approach to their relatives and friends, and only 6.5% of the 
study participants are not in favor of recommending the utilization of services provided by 
FHT.  By asking the participants if they would like to come to the health center regularly 
,as shown in Table(4.9), more than half (51.6%) of the participants mentioned that they 
prefer to come regularly while 44.6% of the participants preferred to come when 
necessary. About 3.8% of participants don’t feel that they will come to the center again. 
By asking the study participants about the health services received by whether FHT met 
their expectations, Table (4.9) showed that more than half(62.7%) of the participants 
indicated that FHT health services met their expectations while less than a third of them 
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(29.1%) expressed that their expectations were met to some extent. About 8.3% of the 
study participants reported that their expectations were not met at all.  
By asking the participants about their overall satisfaction with services delivered through 
FHT Table (4.9) showed that more than half of the study participants (56.6%) were 
moderately  satisfied,  about (39.6%) of the study participants were highly satisfied , while 
(3.8%) of the participants were unsatisfied with  the health services provided by FHT 
approach. 
Table (4.9) Distribution of the study participants according to Other Questions  
Items Number % 
Will you recommend the use of health services through FHT approach to any of 
your relatives and friends? 
Yes 373 93.5 
No 26 6.5 
Total 399 100.0 
You would like to come to the center for follow-up? 
Regularly 206 51.6 
When necessary 178 44.6 
I don't feel will become her again 15 3.8 
Total 399 100.0 
Have the health services you received through FHT met your expectation? 
Yes 250 62.7 
No 33 8.3 
Some extent 116 29.1 
Total 399 100.0 
How satisfied are you with the services received 
Moderate 226 56.6 
To high extent 158 39.6 
Unsatisfied 15 3.8 
Total 399 100.0 
 
4.5  Inferential Statistics  
4.5.1 Differences perceived quality, satisfaction, appropriateness and age groups 
With regards to difference in the scores of perceived quality and age groups, Table (4.10) 
shows that there is a statistical significance in relationship between  age groups of the 
participants and overall score of perceived quality of the services provided by FHT, with 
(F=3.467,P=0.016). One way ANOVA reveals that participants who are less than 25 years 
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old and whose age range is from 25 to 39 years had the lowest mean score of perceived 
quality of the provided services, with (74.72), and (77.94) respectively. Bonferroni post-
Hoc test revealed that the participants of age group 60 years and older had higher score of 
perceived quality about the provided services than the participants with ages less than 25 
years by (8.06). The difference was statistically significant, but statistics are not shown. 
Table (4.10) shows that there is a statistical significant relationship between age groups of 
the participants and overall satisfaction score of the provided services with 
(F=4.306,P=0.005). One way ANOVA reveals that participants of age group less than 25 
years and of age group between 25 and 39 years old had the lowest mean score of 
satisfaction with (72.95), and (75.44), respectively. Bonferroni post-Hoc test revealed that 
the participants aged 60 years and older had higher satisfaction level than participants aged 
less than 25 years by (8.44).The difference was statistically significant, statistics are not 
shown. The findings of this study is consistent with a study was conducted in China 
revealed that the significance of older people and satisfaction with regards to health service 
provision (Sor et al., 2017). 
Table (4.10) shows that there is no statistical significant relationship between age groups 
of the participants and overall appropriateness of provided services through FHT, with 
(F=1.907,P=0.128).  
Regarding thedifference in the overall level of perceived quality and years of schooling,  
Table (4.10) shows that there is no statistically significance differences between 
participants years of schooling and the overall level of perceived quality, with (F= 
2.179,P=0.115).  
Concerning thedifference of participants years schooling and overall satisfaction level, 
Table (4.10) shows that there is statistically significance relationship between participants 
years of schooling and overall satisfaction level participants with (F= 3.366,P=0.036). One 
way ANOVA reveals that participants with 11 years of schooling or less and participants 
with more than 12 years of schooling had the lowest mean score with (73.62), and (74.79), 
respectively. Bonferroni post-Hoc test revealed that the participants with years 11 years 
and less  had higher satisfaction than the participants  with more than 12 years of schooling 
by (4.16).The difference was statistically significant, statistics are not shown. 
 With Regards to measurement of appropriateness of the provided services through FHT in 
relation to the participants years of schooling, Table (4.10) shows that there is a marginally 
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statistically significance relationship between participants years of schooling and overall 
appropriateness of services provided by FHT, with(F=3.006,P=0.051). ANOVA reveals 
that participants with schooling duration of 12 years or above had the lowest mean score 
with (75.56), and (76.46) respectively. Bonferroni post-Hoc test revealed that the 
participants with 11 years of schooling and less had higher impression about FHT services 
appropriateness than the participants  with more than 12 years by (3.91).The difference 
was statistically significant ,statistics are not shown 
Regarding the duration of health service provision to participants in relationship with the 
overall level of perceived quality, satisfaction level, and appropriateness level, Table 
(4.10) shows no statistical significance difference between perceived quality, satisfaction 
level, and appropriateness and years of receiving health services.  
Table (4.10) Differences in the all over scores of perceived quality, satisfaction, and 
appropriateness with and selected variables  
Domain  Categories  N Mean Std F Sig. 
Age groups 
Perceived Quality 
score 
Less than 25 Years 122 74.72 12.74  
 
3.467 
 
 
0.016 
From 25 to 39 years 174 77.94 11.62 
From 40 to 59 years 77 79.06 11.91 
60 Years and more  13 82.78 11.99 
Total 386 77.31 12.17 
Satisfaction score Less than 25 Years 122 72.95 12.26  
 
4.306 
 
 
0.005 
From 25 to 39 years 174 75.44 11.81 
From 40 to 59 years 77 78.13 10.42 
60 Years and more  13 81.39 12.51 
Total 386 75.39 11.87 
Appropriateness 
score 
Less than 25 Years 122 75.49 12.94  
 
1.907 
 
 
0.128 
From 25 to 39 years 174 77.39 11.92 
From 40 to 59 years 77 78.60 10.44 
60 Years and more  13 82.05 11.92 
Total 386 77.19 12.02 
Years of schooling 
Perceived Quality 
score 
11 years and less 98 79.22 13.25  
 
2.179 
 
 
0.115 
 
12 years 139 76.61 13.83 
More than 12 Years 137 75.81 10.77 
Total 374 77.00 12.67 
Satisfaction score 11 years and less 98 77.78 13.18  
 
3.366 
 
 
0.036 
12 years 139 74.79 13.16 
More than 12 Years 137 73.62 10.66 
Total 374 75.14 12.39 
Appropriateness 11 years and less 98 79.47 12.82   
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Domain  Categories  N Mean Std F Sig. 
score 12 years 139 76.46 13.46 3.006 0.051 
More than 12 Years 137 75.56 10.77 
Total 374 76.92 12.43 
Years of utilizing services  
Perceived Quality 
score  
Less than 5 years 46 75.43 11.53  
2.598 
 
0.078 From 5 to 10 years 50 72.72 15.93 
Above 10 years 46 78.88 11.46 
Total 142 75.60 13.38 
Satisfaction score  Less than 5 years 46 72.63 10.93  
2.837 
 
0.062 From 5 to 10 years 50 72.17 15.60 
Above 10 years 46 77.89 11.40 
Total 142 74.17 13.07 
Appropriateness 
score  
Less than 5 years 46 74.70 10.64 1.824 0.165 
From 5 to 10 years 50 72.77 16.70 
Above 10 years 46 77.97 11.82 
4.5.2Relationship between perceived quality, satisfaction level, and appropriateness 
and selected variables 
Concerning the relationship between gender and perceived quality, Table (4.11) shows 
that there is no statistical significant relationship between gender of the participants and 
perceived quality with (T=-1.163,P=0.246). With regards to the relationship between 
gender and satisfaction ,Table (4.11) shows that there is no statistical significant 
relationship between gender of the participants and satisfaction with(T=-
0.509,P=0.611).Regarding the relationship between gender of the participants and 
appropriateness, Table (4.11) shows that there is no statistical significant relationship 
between gender of the participants and appropriateness with (T=-0.960,P=0.337). 
Concerning the relationship between health insurance and overall perceived quality of 
provided services, Table (4.11) shows that there is a statistical significant relationship 
between having health insurance and perceived quality with (T=-2.415,P=0.016). The 
participants with health insurance had higher mean score of perceived quality than 
participants without health insurance by (5.31), and the difference was statistically 
significant, with (T=2.41,P=0.01). Available literature of health insurance and perceived 
quality of care could be found on several studies which indicated that there is positive 
significant relationship between them and improved quality of care (Debra et al., 2009). 
The findings of this studywere consistent with study conducted by Abuosi and Colleagues 
(2016). 
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Regarding the relationship between the ownership of health insurance and overall 
satisfaction level with the provided services, Table (4.11) shows that there is a statistical 
significant difference in overall satisfaction level with the provided services between  
participants who have health insurance and participants who do not have health insurance, 
with (T=2.034,P=0.043). Participants with health insurance had higher mean score of 
satisfaction compared to participants who do not have health insurance by (4.33), and the 
difference was statistically significant.  The study findings of significant relationship 
between health insurance and satisfaction revealed that having medical insurance increased 
the overall satisfaction about service provision. The study findings were consistent with a 
study findings done in China resulted that satisfaction is strongly associated with having 
medical insurance (Munro, 2015).  
With regards to the relationship between having health insurance and appropriateness of 
the provided services through FHT, Table (411) shows that there is no statistical 
significant relationship between having health insurance participants appropriateness of the 
provided services through FHT, with (T=-1.720,P=0.086).From the researcher point of 
view, having health insurance doesn’t guarantee the appropriateness of the health service 
provision. The role of having a health insurance is exempted since services provided by 
FHT approach are free of charge which means  that the finding was not significant in 
measuring the appropriateness of services provided.  
With regards to the relationship between overall level of perceived quality of the services 
provided through FHT and having chronic diseases, Table (4.11) shows that there is a 
strong statistically significant relationship overall perceived quality level and having 
chronic diseases, with (T= 3.219,P=0.001). The participants who have chronic diseases had 
higher mean score of perceived quality of the provided services through FHT than 
participants who do not have chronic diseases by (5.08). The difference was statistically 
significant. The findings about this study were consistent with so many studies all over the 
world especially in the point stating that the chronic disease patients come to have regular 
service from the health center, and can distinguish the difference between the traditional 
system and the new FHT approach (UNRWA, 2013). A health service provision 
researcher, Megari, studied the perception about the service quality provided to the chronic 
patients, and the study findings were consistent with the findings of this study (Megari.K, 
2013).  Additionally, participants suffering from chronic diseases are more satisfied with 
the provided services than participants who do not have chronic diseases, with (T= 3.727, 
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P=0.000). The participants suffering from chronic diseases had higher mean score of 
satisfaction than participants who do not have chronic diseases by (5.67); the difference 
was statistically significant. The study findings were consistent with the finding of another 
researcher in the field, Carlin and Colleagues (2012). Both findingsindicated that chronic 
disease patients were more satisfied about the services provided than patients who do not 
suffer any chronic diseases (Carlin et al.,2012). The findings of this study as well as studies 
of the formerly mentioned scholars 'emphasize the importance of the FHT approach to the 
treatment of patients with chronic diseases.  
Concerning the relationship between participantssuffering from chronic diseases  and 
appropriateness of services provided by FHT, Table (4.11) shows that there is a marginally 
statistically significant relationship between participants suffering from chronic diseases  
and overall appropriateness of services provided by FHT, with (T= 1.905,P=0.057). 
Participants who have chronic diseases had higher mean score appropriateness of services 
provided by FHT than participants who do not have from chronic diseases by (3.03), and 
the difference was  marginally statistically significant. 
Regarding the relationship Between having regular follow upand overall level of perceived 
quality provided through FHT, Table (4.11) shows that there is a statistical significant 
difference in  the perceived quality level between participants who do regular follow ups 
and participants who do not commit to regular follow ups, with  (T= 2.702,P=0.007). The 
participants who commit to regular follow ups had higher mean score of perceived quality 
than participants who do not conduct regular follow ups by (3.52), and this difference is 
statistically significant .The study findings highlight the significant relationship between 
perceived quality and patient regular follow ups. The findings of the study about this 
relationship is consistent with the study findings of other studies such as (Haddad. & 
Roberge, 2000).  
Concerning the relationship between having regular follow ups and overall level of 
satisfaction with the provided through FHT, Table (4.11) shows that there is a statistical 
significant relationship in the overall level of satisfaction between participants who 
conduct  regular follow up and participants who do not, with (T= 2.378 ,P=0.018). The 
participants who conduct regular follow up had higher mean score of satisfaction than 
participants who do not conduct regular follow up by (3.01), the difference was statistically 
significant. With regards to the relationship of having regular follow upand overall level of 
appropriateness the provided services through FHT, Table (4.11) shows that there is a 
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statistical significant relationship between participants who conduct regular follow ups and 
overall appropriateness of services provided by FHT, with (T= 3.344,P=0.001). 
Participants who conduct regular follow ups had higher mean score of appropriateness of 
services provided through FHT than participants who do not conduct regular follow up by 
(4.33), and the difference was statistically significant. The findings  
of this study were consistent with the findings of the research paper by Freeman. G and 
Hughes which concluded that regular follow up and continuity and commitment to follow 
ups is more desirable with the health provision appropriateness (Freeman et al., 2010).  All 
other variables in the Table (4.10) were statistically not significant. 
Table (4.11) Relationship between perceived quality, satisfaction level, and 
appropriateness and selected variables 
 Variable/ category  N Mean Std T Sig. 
 Gender  
Perceived Quality Male 68 74.98 14.45 -1.163 0.246 
Female 327 77.01 12.83 
Satisfaction Male 68 74.05 14.32 -0.509 0.611 
Female 327 74.91 12.34 
Appropriateness Male 68 75.16 15.27 -0.960 0.337 
Female 327 76.83 12.59 
Health insurance  
Perceived Quality Yes 360 77.24 12.57 2.415 0.016 
No 39 71.93 16.68 
Satisfaction Yes 360 75.22 12.21 2.034 0.043 
No 39 70.89 16.12 
Appropriateness Yes 360 76.94 12.63 1.720 0.086 
No 39 73.16 16.42 
Income  
Perceived Quality Under Poverty line 68 74.98 14.45 -1.163 0.246 
Above Poverty line 327 77.01 12.83 
Satisfaction Under Poverty line 68 74.05 14.32 -0.509 0.611 
Above Poverty line 327 74.91 12.34 
Appropriateness Under Poverty line 68 75.16 15.27 -0.96 0.337 
Above Poverty line 327 76.83 12.59 
Having chronic diseases  
Perceived Quality Yes 86 80.70 12.59 3.219 0.001 
No 313 75.62 13.05 
Satisfaction Yes 86 79.25 12.12 3.727 0.000 
No 313 73.58 12.59 
Appropriateness Yes 86 78.95 12.24 1.905 0.057 
No 313 75.92 13.24 
Regular follow up   
Perceived Quality Yes 184 74.82 14.38 -2.702 0.007 
No 215 78.34 11.69 
Satisfaction Yes 184 73.18 14.18 -2.378 0.018 
No 215 76.19 11.10 
Appropriateness Yes 184 74.24 14.73 -3.344 0.001 
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 Variable/ category  N Mean Std T Sig. 
No 215 78.57 11.11 
Receiving services from other places   
Perceived Quality Yes 165 75.83 13.06 -1.133 0.258 
No 234 77.34 13.12 
Satisfaction Yes 165 74.09 12.72 -0.941 0.347 
No 234 75.30 12.67 
Appropriateness Yes 165 75.33 13.44 -1.601 0.110 
No 234 77.45 12.76 
 
4.5.3 Main strength points of providing services through FHT Approach. 
Through focus group discussion and in-depth interview, it was evident  that the perception 
about FHT strength points were  (1) Strong relationship between the health care provider 
and the client.(2) Treatment could be obtained easily.(3) Trust between the team and the 
clients is increased.(4) contact time with clients has  increased compared to traditional way 
of service provision.(5) Waiting time has been reduced in comparison with the traditional 
system.(6) Follow up for the referred cases is being conducted in a more organized and 
effective manner. (7) FHT approach is person centered and disease centered.(8)more 
effective and efficient service provision s(9)Respect to the dignity of the refugees.(10) 
Familiarity about appointment system by the society.(11) Satisfaction  results about the 
service provision by FHT. 
4.5.4Main weaknesses of providing services through FHT Approach. 
In regards to the weakness points of providing FHT services as understood from the 
discussion with the participants at the focus groups and the in-depth interviews, 
weaknesses are: (1) Number of patients relying on UNRWA clinics have increased due to 
the economic crisis.(2) Number of health care providers is not increased to match the 
increasing demand on health services due to limited ability to  recruit new staff.(3) Job 
creation program doctors needs to be oriented about FHT approach to cover the shortage of 
permanent doctors during their annual vacations.(4)Workload over one nurse to do the 
duty of two stations like vaccination and NCD.(5) Capacity Building and insufficient 
training (6)Lack of motivation and good incentive system (7)Skills improvement like 
doing the role of Obstetrician and gynecologist (8)Relation abuse between the health care 
provider and the client may lead to conflict of interest.  
 
79 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Chapter 5 
Conclusion and Recommendations 
5.1 Conclusion 
Provision of health services through FHT is considered as a major reform in the provision 
of health services and has been implemented at UNRWA since 2011.  This new way of 
service delivery was initiated to improve the quality of health care to Palestinian refugees 
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registered with UNRWA on the five fields, including the Gaza Strip. In the Gaza Strip, it 
was a newly experienced approach of service delivery compared to the traditional system 
of service provision which was previously practiced. In the Gaza Strip, no studies were 
conducted to comprehensively evaluate the outcomes of new FHT approach. Thus, the 
need for that study was of necessity to evaluate outcomes of the system, compare the 
differences between FHT and traditional systems, and come up with evidence that could be 
used to enhance and promote the quality of services provided and possibly contribute in 
developing new policies or enhancing already existing ones to improve overall efficiency 
and effectiveness of service provision.  
The outcomes of provided services through FHT approach was assessed in this mixed 
methods study. The assessed outcomes were the perceived quality, appropriateness of 
provided services and clients satisfaction with the services provided through FHT 
approach.  The study took into consideration the perspectives of healthcare beneficiaries 
and health care providers.  The data provided by the study participants were thoroughly 
analyzed and based on findings of primary research done in forms of survey 
questionnairewith clients, and in-depth interviews and focus group discussion with health 
care providers. The participants for this study were selected randomly from the ten Centers 
in which FTH was implemented and has been underway for a duration of five years. 
Furthermore, participants were also selected randomly through a simple random sampling 
technique.  
The quantitative findings of this study were collected from female (82.8%) and male 
(17.2%) clients. The vast majority of participants are not employed (82.1%), and the mean 
age of the study participants is (32.37 years). Of the total participants, 78.4% of them 
reported that they do not have chronic diseases, and only about one fourth of the 
participants reported  having chronic diseases and most of them were diabetic patients. 
Additionally, more than half of the participants with a chronic disease don’t conduct a 
regular follow up (53.9%). On the other hand, almost one fourth of the study participants 
were approached by their health care provider for not conducting regular follow up to 
avoid any late complications. 
In regards to the participants who receive health services from other providers, less than 
half of the participants utilize services from other providers such as MoH, in addition to 
utilizing services from UNRWA centers.  About 60% of the participants stated that they 
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utilize health services only from UNRWA health centers. The study also reflected that 
there are several factors why a considerable percentage of the participants seek health 
services from other service providers along with utilizing UNRWA centers due to factors 
such as quality of care, level of accessibility as well as the convenience of working hours. 
On the other hand, almost more than two thirds of the study participants received health 
services from UNRWA since the last five years.  
With regards to the outcomes of the health services provided by FHT compared to the 
traditional way of service provision, the vast majority of the participants (86%) prefer FHT 
approach, while less than one sixth of them (14%) preferred the traditional system of 
health service provision.  As for gender preferences of health care providers by 
beneficiaries, more than two thirds of the study participants prefer female health care 
providers, on the other hand 75% of the study participants don’t feel embarrassed if they 
are treated by other gender and considered it as an issue of least significance.   Moreover, 
more than half of the study participants indicated that they received a good quality of 
healthcare through the FHT.  These results reflected on points addressing the main reason 
of implementing FHT approach in UNRWA clinics. The vast majority of the study 
participants (86%) reported that their health was improved by utilizing health service 
through FHT. 
Furthermore, the study findings have revealed the overall mean of perceived quality of 
health services provided by FHT approach was 76.72%, additionally the satisfaction 
overall mean was 74.80% with the provision of health service through FHT. The overall 
appropriateness mean of provision of services through FHT approach was 76.57%.   
The vast majority of the study participants (93.5%) would recommend the utilization of 
health service though FHT to their relatives and friends. In addition more than half prefer 
to come the health center regularly. Furthermore, 62% of the study participants reported 
that health provision met their expectations and health needs. By asking the participants 
about their overall satisfaction with the provision of health services through FHT approach, 
more than half reported that they were moderately satisfied while more than one third were 
highly satisfied provision of health services through FHT. 
The study findings revealed a statistical significant relationship between age of the 
participants and the overall perceived quality of the FHT approach and also the overall 
satisfaction with the FHT approach. However, there was no significant relationship 
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between age of participants and appropriateness of provision of services though FHT in 
UNRWA clinics. The study findings also revealed a statistical significant relationship the 
overall mean of years of schooling and satisfaction with the provision of services though 
FHT, while, in other hand, the study could not prove significance of the relationship 
between perceived quality and years of schooling, but there was a marginally statistical 
significant relationship between years of schooling and the appropriateness of provision of 
services though FHT. Additionally, the study findings have revealed a statistical 
relationship between having health insurance and perceived quality as well satisfaction. 
Conversely, there was no statistical significant relationship between appropriateness of the 
provision of services through FHT and health insurance. The study findings also revealed 
that there is a strong statistical relationship between having chronic diseases and perceived 
quality, and there was a statistical significant relationship between having chronic diseases 
and satisfaction with the provided services. The relationship between having chronic 
disease and appropriateness of provision of health services through FHT was marginally 
statistically significant. 
With regards to the study findings about client regular follow ups of the FHT, it was 
revealed that there is a statistical significant relationship between perceived quality of the 
provided services through FHT and overall mean of regular follow up. Furthermore, there 
was a statistical significant relationship between conducting regular follow up and 
appropriateness services provided by FHT.  
It is noteworthy that the qualitative study emphasized the importance of health care 
providers' factors as of qualification, knowledge, attitude, and opinion, which were 
enabling requirements to implement FHT, as well as the FHT process factors as of staff 
training, staff readiness, monitoring and supervision, workload, E-health system, and 
availability of protocols. Results of focus group discussions with participants have revealed 
that more than two thirds of the health staff has acquired proper training and have the 
needed skills to provide services through FHT. From providers' perspective, more trainings 
are needed, particularly on NCDS technical instructions generally, from providers 
perspective, FHT was viewed as a new integrated model for service delivery that could 
enable them to provide comprehensive complete and patient-centric care. 
5.2 Recommendations 
General recommendations 
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1. There is a need to strengthen the coordination with other health care providers to 
avoid duplication of services, as evident by this study 
2. Quality of the provided services through FHT needs to be improved. This could be 
done through implementing different measures such as increasing the contact time, 
reducing the waiting time, and improving the follow up 
3. The currently available technical instructions and protocols needs to be updated and 
revised to be more comprehensive ones 
4. UNRWA needs to strengthen its follow up care, particularly follow up of clients 
who have chronic diseases  
5. It is recommended to have in place systematic monitoring to improve the quality 
and effectiveness of the provided services through FHT 
6. Enhancing providers' skills and knowledge is needed. It could be done through in-
service education programs 
7. As the current workload is high, measures to reduce the workload, including 
recruiting staff and better time management strategies are highly needed 
 
5.3 Recommendation for further research 
1. Conduct research studies that involve further exploration of the leading factors 
affecting the quality of services provided through FHT 
2. Conducting mixed methods research studies that aim to assess the impact of 
provision of services through FHT in relation the value of services provided from 
beneficiaries perspective (e.g., FHT increased the frequency of visits to health 
centers) 
3. Conduct a research that may cover a wider range of UNRWA health centers in 
which FHT is implemented to assess and compare the mechanisms of services’ 
provision between UNRWA clinics and governmental health centers 
4. Comparative studies could be done to assess the impact of implementing FHT 
across the five locations of UNRWA's work 
5. Mixed methods studies could be conducted to deeply assess the long-term impact 
of implementing services through FHT 
6. Mixed methods studies are needed deeply assess the quality of services 
implemented through family health team 
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7. Research studies are highly needed to examine the long-term impact of providing 
services through FHT and overall health of Palestinian refugees in the Gaza Strip 
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Annex (1): Map of Palestine 
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Annex(2): Sample size Calculation 
 
What margin of error can you accept? 5
% 
The margin of error is the amount of error 
that you can tolerate. If 90% of 
95 
 
5% is a common choice respondents answer yes, while 10% 
answer no, you may be able to tolerate a 
larger amount of error than if the 
respondents are split 50-50 or 45-55.  
Lower margin of error requires a larger 
sample size. 
What confidence level do you need? 
Typical choices are 90%, 95%, or 99% 
 
95
% 
The confidence level is the amount of 
uncertainty you can tolerate. Suppose 
that you have 20 yes-no questions in 
your survey. With a confidence level of 
95%, you would expect that for one of 
the questions (1 in 20), the percentage of 
people who answer yes would be more 
than the margin of error away from the 
true answer. The true answer is the 
percentage you would get if you 
exhaustively interviewed everyone.  
Higher confidence level requires a larger 
sample size. 
What is the population size?  
If you don't know, use 20000 
1224383
 
How many people are there to choose 
your random sample from? The sample 
size doesn't change much for populations 
larger than 20,000. 
What is the response distribution?  
Leave this as 50% 
50
% 
For each question, what do you expect 
the results will be? If the sample is 
skewed highly one way or the other, the 
population probably is, too. If you don't 
know, use 50%, which gives the largest 
sample size. See below under More 
information if this is confusing. 
Your recommended sample size is 385 This is the minimum recommended size 
of your survey. If you create a sample of 
this many people and get responses 
from everyone, you're more likely to get 
a correct answer than you would from a 
large sample where only a small 
percentage of the sample responds to 
your survey. 
 
 
 
Annex (3) Sample disruption needed data 
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NO 
 
 
Health Center 
 
Population 
served 
During 2016 
 
 
Sample Size 
 
 
Questionnaire 
disruption 
Quota 
 
1- 
 
BeitHanoun HC 
 
 
 
30440 
 
11.3% 
 
45 
 
2- 
 
Beach HC 
 
51144 
 
19.035% 
 
76 
 
3- 
 
DeirBalah HC 
 
61052 
 
22.7% 
 
90 
 
 
4- 
 
 
Khan Younis HC 
 
 
106792 
 
 
39.74% 
 
 
159 
 
5- 
 
El Naser HC 
 
9652 
 
3.5% 
 
15 
 
6- 
 
Shoka HC 
 
9600 
 
3.5% 
 
15 
  
Total 
 
268680 
 
100% 
 
400 
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 تقييم نهج فريق صحة العائلة المطبق في عيادات وكالة الغوث الدولية بمحافظات قطاع غزة
استبانة تقييم نهج فريق صحة العائلة الذى تم تطبيقه في المراكز الصحية التابعة لوكالة الغوث في محافظات قطاع 
 غزة
 استبانة المريض
  انمعهوماث انشخصيت والاجخماعيت: انجسء الاول 
  ......................انرقم انمخسهسم
 ِؾبفظخ شّبي غضح
 ِؾبفظخ غضح
 ِؾبفظخ د٠ش اٌجٍؼ
 ِؾبفظخ خبْ ٠ٛٔظ
 ِؾبفظخ سفؼ
  -1 اٌّؾبفظخ
 ث١ذ ؽبْٔٛ   ػ١بدح  ٠بدح  اٌشٛوخ
  ػ١بدح اٌشبغئ ػ١بدح د٠ش اٌجٍؼ
 ػ١بدح إٌصشػ١بدح خبْ ٠ٛٔظ
  -2 اٌّشوض اٌصؾٟ
 اٌؼّش عٕٛاد........................ 
 
  -3
  -4 اٌغٕظ أٔضىز وش    
 أػضة  ِزضٚط
  ح/ح أسًِ/ِطٍك
  ح/ِٕفصً
  -5 اٌؾبٌخ الاعزّبػ١خ
  -6 ِب ػذد اٌغٕٛاد اٌزٟ رُ رؼٍّٙب؟ عٕٛاد.................................. 
 أػًّ    لا اػًّ         
  .ِزمبػذ                                 
 ِب ٟ٘ ؽبٌخ اٌؼًّ ٌذ٠ه؟
 
  -7
 اداسٜ
 ِٕٟٙ
 رمٕٝ اٚ ِغبػذ ِٕٟٙ
 ِٚمذَ خذِبد    وبرت اٚ ثبئغ
 ؽشفٟ فٟ اٌضساػخ ٚ اٌص١ذ.
  ٚاٌؼًّ اٌ١ذٚٞ اٚ ِب شبثٗ
 ػّبي اٌشعً الأٌٝ
  ِب ٘ٛ ػٍّه اٌؾبٌٟ؟. ارا وبٔذ الاعبثخ ٔؼُ
 
  -8
 لا            ٔؼُ                               
  .,نعمٌٛ الاعبثخ 
 ؽىِٛٝ    خبص 
  -9 ً٘ ٌذ٠ه ربِ١ٓ صؾٝ؟
  -01 ِب ٘ٛ ِزٛعػ دخٍه اٌشٙشٞ ٌلأعشح ؟ِٓ عّ١غ اٌّصبدس ثبٌش١ىً          ...........................
 معهوماث انمهف انطبي
 
  انعيادة انعامت-1
 اٌزٙبثبد اٌغٙبص اٌزٕفغٟ
 الاِشاض اٌغٍذ٠خ
 أِشاض اٌغٙبص اٌٙعّٟ
 أِشاض عٙبص اٌّغبٌه اٌجٌٛ١خ
 أِشاض اٌغٙبص اٌزٕبعٍٟ
  ..............ؽذد , أخشٞ 
 2-  صحت الامومت و انطفونت 
 اٌزطؼ١ُ    سػب٠خ الاَ ثؼذ اٌٛلادح
  -11 ِب ٘ٛ اٌغشض اٌشئ١غٝ ٌض٠بسره اٌّشوض اٌصؾٝ اٌ١َٛ؟
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 سػب٠خ اٌؾٛاًِ   سػب٠خ ِب لجً اٌؾًّ
 رٕظ١ُ الاعشحِشالجخ ّٔٛ الاغفبي
 
  الامراض انمسمنت - 3 
 ظغػ اٌذَ اٌّشرفغ ِشض اٌغىشٜ
 ِشض اٌغىشٜ ِغ اسرفبع فٟ ظغػ اٌذَ
 الاِشاض اٌشئٛ٠خ اٌّضِٕخ
 الاِشاض إٌفغ١خ     اِشاض اٌمٍت       
  ............أخشٜ ؽذد
 
                  لا    ٔؼُ 
رغبٚص ػٓ   ) لا(ارا وبٔذ الاعبثخ
  31:عؤاي
  -21 ً٘ أذ رؼبٔٝ ِٓ أٞ ِشض ِضِٓ؟
 ظغػ اٌذَ اٌّشرفؼّشض اٌغىشٜ
أِشاض اٌغىشٜ ٚ ظغػ اٌذَ اٌّشرفغ 
 ِؼب
 اِشاض اٌمٍت   اِشاظبٌغٙبصاٌجٌٟٛ
 اِشاظبٌغٙبصاٌزٕفغٝ اٌّضِٕخ
 ................اخشٜ ؽذد
 
 
غ١ش  (ِب ٘ٛ اٌّشض اٌزٜ رؼبٔٝ ِٕٗ؟, ارا وبٔذ الاعبثخ ٔؼُ
  )ِّىٓ اوضش ِٓ خ١بس ٚاؽذ- ِٕطٛق
  -31
 
 عٕٛاد....................
   ِٕز وُ ػبَ رُ رشخ١صه ثبٌّشض الاٚي؟
 
  -1.31
 
 عٕٛاد                  .................
 
 ِٕز وُ ػبَ رُ رشخ١صه ثبٌّشض اٌضبٟٔ2 ؟
 
  -2.31
 
 عٕٛاد..................
  ؟ 3 ِٕز وُ ػبَ رُ رشخ١صه ثبٌّشض اٌضبٌش
 
  -3.31
 ٔؼُ
 لا
 )51(نو كانج انجابت نعم حجاوز انسؤال 
  -41 ً٘ رمَٛ ثض٠بسح ِزبثؼخ ٌٍؼ١بدح ثبٔزظبَ ؟
  ٔؼُ
 لا
ً٘ عجك اْ لبَ ِمذَ اٌخذِخ ثزؤٔ١جه لأٔه ٌُ رؾعش اٌٝ 
 ِزبثؼزه ثشىً ِٕزظُ؟                                        
  -51
 ٔؼُ-لاا-  2
حجاوز عن سؤال (نو كانج الاجابت لا  
 )81,71
   ٌٛ وبٔذ اٌغبثخ ٔؼُ ؽذد اٌّىبْ                    
 ِغزٛصفبد اٌؾىِٛخ
 ػ١بداد اٌّؤعغبد اٌغ١ش ؽىِٛ١خ
 اٌؼ١بداد اٌخبصخ
 ؽذد,اخشٜ .………          
  -61 ً٘ رزٍمٝ خذِبد صؾ١خ ِٓ اِبوٓ اخشٜ؟
 ٌذ٠ٙب خذِبد أوضش
 ٌذ٠ٙب عٛدح افعً فٟ اٌخذِبد
 ٌذ٠ٙب ِٛظف١ٓ أوفبء
 ٌذ٠ٙب عبػبد اٌؼًّ ِش٠ؾخ اوضش ٌٟ
 لأٔٙب رؾبفع ػٍٝ خصٛص١زٟ
 ثغبٔت ِٕضٌٟ
 أعجبة أخشٜ ؽذد…………
 
ٌّبرا اخزشد ٘زٖ اٌّؤعغخ ٌززٍمٝ , ٌٛ وبٔذ الاعبثخ ٔؼُ
 اٌخذِبد ِٕٙب؟
  .) ممكن حخخار اكثر من خيار(
 
  -71
وُ ػبَ ِعٝ ػٍ١ه ٚأذ رزٍمٝ  اٌخذِخ ِٓ ٘زا اٌّشوض  عٕٛاد --------
 اٌصؾٟ؟
  -81
 99
 
أعت ػٍٝ  نعم ٔؼُ        ٌٛ وبٔذ الاعبثخ
  02عؤاي سلُ 
                                              لا
ً٘ عجك اْ رٍم١ذ اٌخذِبد اٌصؾ١خ ػٓ غش٠ك إٌظبَ 
اٌصؾٟ اٌمذ٠ُ؟ إٌظبَ اٌزٜ وبْ ٠ؼًّ ثٗ لجً ٔٙظ فش٠ك صؾخ 
 اٌؼبئٍخ
  -91
  ,ٔٙظ فش٠ك صؾخ اٌؼبئٍخ
  12 أعت اٌغؤاي
 إٌٙظ اٌزمٍ١ذٞ اٌمذ٠ُ
  -02 ِب ٘ٛ إٌظبَ اٌزٜ رفعٍٗ؟
 
 
  -12 ٌّبرا رفعً ٔٙظ فش٠ك صؾخ اٌؼبئٍخ؟
 روش
 أٔضٝ
  -22  رفعٍ١ٓ اْ ٠ىْٛ غج١جه؟               /    ً٘ رفعً
 روش
 أٔضٝ
  -32  رىْٛ ِّشظزه؟              /ً٘ رفعً اْ ٠ىْٛ
 ٔؼُ
 لا
٠ٓ اْ ٔٛع عٕظ ِمذَ اٌخذِخ ٠ؤصش ػٍٝ رمذ٠ُ / ً٘ رؼزمذ
 اٌخذِبد؟
  -42
 ٔؼُ
 لا
  -52 ً٘ ػّشن شؼشد ثبلإؽجبغ ٚأذ رؼبٌظ ِٓ لجً عٕظ اخش؟
 عٛدح ػبٌ١خ
 عٛدح ِزٛعطخ
 عٛدح ِزذٔ١خ
  -62  و١ف رصف عٛدح اٌخذِبد اٌزٟ رٍم١زٙب؟                    
 ع١ذح
 لا ٠ٛعذ رؾغٓ
 اٌؾبٌخ اٌصؾ١خ رزذ٘ٛس
 أب لا اػٍُ
 صو١ف رصف عٛدح اٌخذِبد اٌزٟ رٍم١زٙب فٟ ٘زا اٌّشن
 اٌصؾٟ؟
  -72
 
 
 
 
 
 
 
 
 
 
  الادراك الحسى للجودة:الجزء الثاني 
 من فضلك اختر واحدة من الخٌارات الخمسة لكل جملة على حدة
  موافق بشدة- 5موافق                - 4متعادل          -3غير موافق           - 2غير موافق بشدة          -1
الرقم  الجملة 1 2 3 4 5
 المتسلسل
نهج فرٌق صحة العائلة ٌؤكد على تقدٌم الخدمات الصحٌة      
 بشكل مناسب
 1-
 001
 
نهج فرٌق صحة العائلة ٌؤكد على تقدٌم الخدمات الصحٌة فً      
  .الوقت المحدد
 2-
 3-  . بشكل جٌدننهج فرٌق صحة العائلة ٌطور اداء الموظفً     
نهج فرٌق صحة العائلة ٌساعد على المحافظة على استمرارٌة      
  .الخدمة
 4-
 5-  .نهج فرٌق صحة العائلة ٌطور الحصول على رعاٌة متكاملة     
لقد كان من السهل التأقلم على تلقى الخدمات من خلال فرٌق      
  .صحة العائلة
 6-
نهج فرٌق صحة العائلة طور اٌجابٌا جودة الخدمات التً      
 تتلقاها
 7-
خدمات نهج فرٌق صحة العائلة التً تلقٌتها كانت بناء على      
  .احتٌاجاتً 
 8-
 9-  .أعضاء فرٌق صحة العائلة لدٌهم المعرفة عن وضعك الصحً     
 اأعضاء فرٌق صحة العائلة لدٌهم كل المهارات لٌقدمو     
 الخدمات
 01-
نهج فرٌق صحة العائلة ٌساعد على بناء الثقة مع مقدمً      
 الخدمة
 11-
نهج فرٌق صحة العائلة  ٌحافظ وٌحترم  سرٌة السجلات      
  .الصحٌة
 21-
نهج فرٌق صحة العائلة ٌؤكد على التزام مقدم الخدمة باتجاه      
  .مرضاه
 31-
نهج فرٌق صحة العائلة ٌعطى مقدم الخدمة الفرصة  ان ٌكون      
  .باتصال مباشر مع مرضاه
 41-
نهج فرٌق صحة العائلة ٌطور من اللطف والسلوك الأدبً      
  .لمقدم الخدمة باتجاه مرضاه
 51-
نهج فرٌق صحة العائلة ٌؤكد على تقدٌم المعلومات المتعلقة      
 بصحة المرٌض
  -61
نهج فرٌق صحة العائلة ٌعطى الموظفٌن الاحساس بالثقة فً      
  .اثناء تقدٌم الخدمة للمرضى
  -71
نهج فرٌق صحة العائلة ٌعطى المرٌض الاحساس بالراحة      
عندما ٌتلقى الخدمة الصحٌة وٌعطى اٌضا الاتصال المباشر مع 
 مقدم الخدمة
  -81
نهج فرٌق صحة العائلة ٌوفر البٌئة المناسبة للاتصال المباشر      
  .مع مقدم الخدمة وتلقى الرعاٌة بشكل مناسب
  -91
نهج فرٌق صحة العائلة قد حسن من قدرة مقدم الخدمة على      
  .المساعدة
  -02
  -12  .نهج فرٌق صحة العائلة جعل الوصول لمقدم الخدمة افضل     
نهج فرٌق صحة العائلة ساعد على استطاعة  مقدم الخدمة ان      
  .ٌوفر الخدمة برعاٌة جٌدة
  -22
 101
 
نهج فرٌق صحة العائلة ٌركز علٌك ككل اكثر ولٌس كمرٌض      
  .فقط
  -32
نهج فرٌق صحة العائلة ٌعطى المقدرة لمقدم الخدمة ان ٌفهم      
  .احتٌاجات المرضى الخاصة
  -42
فوق كل شًء نهج فرٌق صحة العائلة حسن الاتصال بٌن مقدم      
  . الخدمة و المرٌض
  -52
نهج فرٌق صحة العائلة ساعد مقدم الخدمة على ان ٌحافظ على      
  . المرضىتافضل اهتماما
  -62
  
 
  الرضا: الجزء الثالث 
 من فضلك اختر واحدة من الخٌارات الخمسة لكل جملة على حده
  راضي بشدة- 5راضي           -  4متعادل               - 3غير راضي          - 2غير راضي بشدة        -1
الرقم  كيف سخقذر مسخوى رضاك في انحالاث انخانيت 1 2 3 4 5
 المتسلسل
سهولة الحصول على الخدمة من المركز الصحً عن طرٌق نهج      
 فرٌق صحة العائلة
  -1
  -2 مدة الانتظار فً المركز     
  -3 اٌؾصٛي ػٍٝ ِٛػذ ٌّزبثؼخ اٌؼلاط     
  -4 على كل الاحوال اداء فرٌق صحة العائلة جٌد     
  -5 الاعز١عبػ ػٓ ٚظؼه اٌصؾٟ ِٓ خلاي ِمذَ اٌخذِخ     
  -6  .ِمذَ اٌخذِخ ٠ؾزشَ خصٛص١زه     
فً المركز  )فرٌق صحة العائلة(الموضع المكانً والبٌئً لفرٌقً      
  .الصحً
  -7
  -8 . .ِمذَ اٌخذِخ ٠غ١ت ػٍٝ عّ١غ اعئٍزه     
مواد الارشاد الصحً الت احصل علٌها دائما بانتظام من موظف      
 فرٌق صحة   العائلة
  -9
  -01 الاستشارة الصحٌة التً تلقٌتها من موظف فرٌق صحة العائلة     
  -11 المدة الزمنٌة اثناء تلقى الخدمة الصحٌة من فرٌق صحة العائلة     
من لحظة دخولك المركز حتى (مدة زٌاراتك للمركز الصحً     
  )لحظة مغادرة المركز
  -21
  -31  .فتح الملف للتسجٌل     
 عموما انت راضً عن اداء موظفً فرٌق صحة العائلة     
 
  -41
 201
 
  -51  .اٌزشؽ١ت ٚاٌزؾ١خ ِٓ ِمذَ اٌخذِخ     
 المدة الزمنٌة التً ٌعطٌها فرٌق صحة العائلة لكى توضح      
  .شكواك
  -61
  -71  .فش٠ك صؾخ اٌؼبئٍخ ٠ؾزشَ ِٛاػ١ذ اٌّشظٝ     
  -81  .اعزطبػخ فش٠ك صؾخ الاعشح ػٍٝ ِغبػذح ِشظبُ٘     
  -91  .ِذٜ اعزغبثخ فش٠ك صؾخ اٌؼبئٍخ ٌطٍجبره ٚ اعزفغبساره     
  -02  . لذسح فش٠ك صؾخ اٌؼبئٍخ ٌىٝ رطٛس ِٓ صمزه ثٕفغه     
  -12  .ِمذِٟ اٌخذِخ فٟ فش٠ك صؾخ اٌؼبئٍخ ٠غؼٍٛن رشؼش ثبلأِبْ     
 
 
  الملائمة: الجزء الرابع
 الرجاء اختر واحدة من الخٌارات الخمسة لكل جملة على حدة
  موافق بشدة-5موافق              -4متعادل            -3غير موافق          -2غير موافق بشدة                - 1
 
 الرقم السؤال 1 2 3 4 5
فرٌق صحة العائلة ٌقدم الخدمة الصحٌة للمرضى      
  .بطرٌقة سهلة
 -1
 ةفرٌق صحة العائلة ٌساعد مقدم الخدمة على توفٌر متابع     
 طبٌة بشكل مناسب
 -2
من خلال فرٌق صحة العائلة تستطٌع ان تحصل على .     
  .معلومات كافٌة عن علاجك
 -3
من خلال فرٌق صحة العائلة تستطٌع ان تحصل على .     
  .معلومات كافٌة  لها علاقة بالخٌارات التً توفرت لك
 -4
 -5  .نهج فرٌق صحة العائلة ٌلبى كل احتٌاجاتك الصحٌة     
مقدم الخدمة فً فربق صحة الاسرة التً تتبع لها .     
  .ٌعطٌك الوقت الكافً لٌحدد معك كل اهتماماتك
 -6
أعضاء فرٌق صحة العائلة ٌوفرون الخدمات الصحٌة      
  .بطرٌقة مهنٌة
 -7
مفدم الخدمة فً فرٌق صحة العائلة التً تتابع معها      
  .ٌظهر اهتمام  لأسئلتك
 -8
نهج فرٌق صحة العائلة قد غٌر طرٌقة تقدٌم الخدمة      
  )زٌادة فً التركٌز على الشخص نفسه(الصحٌة اٌجابٌا 
 -9
نهج فرٌق صحة العائلة ٌوفر تعاون بٌن جمٌع الخدمات      
  .الموجودة فً المركز الصحً
 -01
نهج فرٌق صحة  العائلة ٌسهل الاتصال بٌن جمٌع      
  .اعضاء فرٌق صحة العائلة
 -11
 301
 
نهج فرٌق صحة العائلة ٌؤكد على توفٌر رعاٌة صحٌة      
  .شاملة
 --21
نهج فرٌق صحة العائلة ٌعطى الفرصة للتقلٌل من انتشار      
  .الامراض المعدٌة
 -31
نهج فرٌق صحة العائلة ٌساعد مقدم الخدمة أن ٌتفهم      
 حالتك الصحٌة
 -41
ٔٙظ فش٠ك صؾخ اٌؼبئٍخ ٠شبسن الاعشح فٟ رفبػٍٙب ِغ      
 .اٌمعب٠ب اٌصؾ١خ
 -51
 
ً٘ رٕصؼ ثبعزخذاَ ٔٙظ فش٠ك صؾخ اٌؼبئٍخ ٌٍشػب٠خ  )   (  لا                           )    (ٔؼُ 
 اٌصؾ١خ لأٜ اؽذ ِٓ الشثبئه اٚ اصذلبئه؟
  -1
                                              )   (ثبٔزظبَ 
                    )   (ػٕذ اٌؾبعخ
    )  (أب لا اشؼش إٕٟٔ عآرٟ ٕ٘ب ِشح اخشٜ
  -2 أذ رؾت اْ رؤرٝ ٌٍّزبثؼخ فٟ اٌّشوض اٌصؾٟ
 بعض الشًءلانعم
 
ً٘ رشؼش اْ اٌخذِبد اٌصؾ١خ اٌذ رٍم١زٙب ِٓ خلاي 
 ٔٙظ فش٠ك صؾخ اٌؼبئٍخ لذ ٌجذ رٛلؼبره؟
  -3
 1.3  و١ف رزٛلغ اٌخذِبد اْ رىْٛ؟, ٌٛ وبٔذ اٌغبثخ لا افضلأسوأ
مرتفعة بعض الشًءمتوسطة       غٌر 
راضً                                      
  
 4 ِب ٘ٛ ِغزٜٛ اٌشظب ػٓ اٌخذِبد اٌزٟ رٍم١زٙب؟
 
 )لنجعل الخدمات أفضل(ماذا ممكن ان نعمل لكى نحسن خدمات فرٌق صحة العائلة؟
……………………………………………………………………………………………………………………………………………
……….…………………………………………………………………………………………………………………………………
……………………………………………………………………………………………………………………………………………
ما هً …………………………………………………………………………………………………………………………………
 )من وجهة نظرك(اكثر الاشٌاء التً لم تحبها فً أثناء تقدٌم الخدمات الصحٌة من خلال فرٌق صحة العائلة ؟
……………………………………………………………………………………………………………………………………………
……………………………………………………………………………………………………………………………………………
 ……………………………………………………………………………………………………………………………………………
 ماهً مقترحاتك لكى نحسن جودة الخدمات التً تقدم من خلال نهج فرٌق صحة العائلة؟
……………………………………………………………………………………………………………………………………………
……………………………………………………………………………………………………………………………………………
 ……………………………………………………………………………………………………………………………………………
 شكرا جزيلا لتعاونك معنا
 hcaorppa maet htlaeh ylimaf eht fo noitaulavE rof si eriannoitseuq sihT
 setaronrevog azaG eht ni sretnec htlaeh AWRNU ta detnemelpmi
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Client questionnaire 
Part One : Socio-demographic Data 
Serial number ------           North Gaza 
          Gaza 
          Deir Al Balah 
          Khan-Younis 
          Rafah 
1- Governorates 
2- Name of the health center           Beit Hanoun              Shoka 
         Beach                        Deir Al 
Balah       
         El Naser                   Khan 
Younis                 
3- Age …………   Years 
4- Gender         Male                     Female 
5- Marital Status            Single               Married 
           Divorced           Widow 
     Separated  
6- Years of completed schooling …………   Years 
7- What is your Employment status? 
 
 Employed            Unemployed         
       Retired            . 
8- If yes, what is your job? 
 
      Managerial 
      Professional  
      Technicians and Assistants of  
       Professionals. 
     Clerks, sales and service workers 
     Skilled workers in agriculture, 
forestry, 
       fisheries, Craftsmen (artisans) 
and related  
        professions. 
      Employees of armed robots. 
9- Do you have health insurance?         Yes                      No 
      If yes,   
        Governmental       Private 
10- What is the average monthly income of 
your family?  From all sources 
………….    ILS 
 Medical Profile data 
 
11- 
 
What is the main purpose of your 
today’s visit? 
 
1- General   
     Upper respiratory tract infection 
      Skin diseases 
      Gastrointestinal diseases  
      Urinary tract diseases  
      Sexual and reproductive diseases  
      Others, specify------------- 
2- Mother and Child Health (MCH) 
         Immunization                 Postnatal 
Care 
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          Antenatal care               
Preconception care 
       Family planning              Growth 
monitoring  
 
3-Non Communicable Diseases (NCDs) 
       Hypertension                   Diabetes 
Mellitus                            
      Hypertension and Diabetes Mellitus       
      Chronic obstructive lung 
disease(COPD) 
       Mental                  
        Cardiac                             Others, 
Specify ----  
 
12- 
 
Do you suffer from any chronic  
diseases? 
 
Yes          No          if no, skip questions: 
13 
 
13- 
 
If yes, what do you have?  
(unprompted - more than one option) 
 
      Hypertension            Diabetes 
Mellitus        
       Hypertension and Diabetes Mellitus      
      Cardiac diseases         Renal diseases                       
  Chronic Obstructive Lung Diseases  
      Others -- specify 
 
 
13.1 
 
How many years since were your 
diagnosis with disease 1? 
 
 
----------------Disease name 
----------------Years 
 
13.2 
 
How many years since were your 
diagnosis with disease 2? 
 
 
----------------Disease name 
 
----------------Years 
 
13.3 
 
How many years since were your 
diagnosis with disease 3? 
 
 
----------------Disease name 
 
----------------Years 
14- Do you conduct regular follow up?           Yes        if yes Skip question Q 15 
          No 
15- Have you been approached by 
provider because you did not follow 
up regularly?  
          Yes  
           No 
16- Did you receive health services from 
other service providers?   
1-       Yes.                            2- No. (skip 
Q17 & 18) 
 
 
If yes, from 
          Governmental clinic 
          Non-governmental organization 
clinic. 
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          Private clinic. 
          Other, specify………. 
17- If yes, why you are seeking 
services from such organization? 
(You could choose more than one 
option)   
      Have more services  
      Better quality of services  
      Have staff that is very qualified 
      More convenient working hours  
      To maintain my privacy  
       Closer to home 
       Other reasons, specify………… 
 
18- 
 
How many years since you been 
receiving services from this health 
center?  
  -------- years 
19- Have you received services through 
the old traditional system? The one 
before adopting the family team 
approach 
Yes               if yes Ask question 20 
        No 
20- Which approach do you prefer ?         Family team approach, ask question 
21 
        Traditional approach  
21- Why do you prefer family team 
approach?  
-------------------- 
22- Do you prefer your physician to be?         Male      
        Female  
23- Do you prefer your nurse to be?         Male      
        Female 
24- Do you think the gender of your 
provider affects the service 
provision? 
        Yes 
        No 
25- Have you ever felt embarrassed to be 
treated by a different gender, other 
than yours?  
        Yes  
        No 
26- How do you describe the quality of 
the services that you received?  
       Of high quality 
       Reasonable quality  
       Low quality 
27- How do you describe your health 
status after receiving services from 
this center? 
      Good  
      No improvement  
      Getting worse  
      I do not know  
 
 
 
 
Part Two: Perceived Quality 
For each of the below statement, please select one of the five options: 1=Strongly 
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disagree   2= Disagree   3-Neutral   4=Agree  5=Strongly agree 
NO Statement 1 2 3 4 5 
1- The FHT approach ensures providing health 
services that are appropriate   
     
2- The FHT approach ensures providing health 
services at the right time  
     
3- FHT approach promotes good performance of staff      
4- FHT approach helps in maintaining continuity of 
care 
     
5- FHT approach promotes providing comprehensive 
care  
     
6- It was easy to adapt to receiving health services 
through FHT  
     
7- FHT approach has positively improved the quality 
of services you received   
     
8- FHT services that you received were based upon your 
needs 
     
9- FHT staff members were knowledgeable regarding to 
your health conditions 
     
10- FHT staff members have all the required skills to 
provide you with the needed services  
     
11- FHT approach helps you in building trust with the 
health care provider. 
     
12- FHT approach maintain and respect confidentiality  
of health records 
     
13- FHT approach ensures the commitment of the 
health care providers towards their clients 
     
14- FHT approach gives health care providers the 
chance of being in close contact with their clients 
     
15- FHT approach promotes courteous and polite provider 
behavior towards clients 
     
16- FHT approach ensures providing of information to the 
patients about their health 
     
17- FHT gives the staff the feeling of trust in providing  
health care to clients 
     
18- FHT gives the clients comfortable feeling in receiving 
health care and communication with staff 
     
19- FHT approach provides the appropriate 
atmosphere for communicating with health staff 
and receiving care 
     
20- FHT approach has improved the providers 
willingness to help. 
     
21- FHT approach makes health care providers more 
accessible    
     
22- FHT approach enabled providers to provide you 
with good care 
     
23- FHT approach focus more on you as a whole      
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person(not  only as a case) 
24- FHT approach enabled providers to understand the 
specific needs of clients 
     
25- Overall FHT approach improved the 
communication between patients and providers 
     
26- FHT approach has helped providers to maintain 
the best interest of the clients 
     
 
 
Part Three: Satisfaction 
For each of the below statement, please select one of the five options: 1=Strongly 
dissatisfied 2= Dissatisfied 3-Natural   4= Satisfied 5=Strongly satisfied 
NO How would you rate your satisfaction with/of 1 2 3 4 5 
1- The ease of obtaining service from the health 
center through the FHT 
     
2- The performance of the FHT all in all is good      
3- The services providers’ explanations about your 
health condition/s  
     
4- The services providers’ respect of your privacy      
5- The physical environment allocated to my FHT in 
the health center 
     
6- The services providers answers to your questions.      
7- The health education materials that I receive 
regularly from my FHT staff 
     
8- Health counselling you received from your FHT 
staff 
     
9- The contact time with the FHT health care provider      
10- The length of your visits (from the moment where 
you entered until the moment you left the center) 
     
11- Opening file for registration       
12- Welcoming and greeting of service providers.      
13- The time that FHT team gives you to explain your 
complaints  
     
14- FHT respects patients appointments       
15- The willingness of  FHT to help their patients.      
16- The response of FHT to your questions and 
requests 
     
17- The ability of FHT to promote your self-confidence       
18- FHT providers make you feel safe       
 
 
 
 
109 
 
Part Four: Appropriateness 
For each of the below statement, please select one of the five options: 1=Strongly 
disagree   2= Disagree   3-Natural   4=Agree  5=Strongly agree 
# Question 1 2 3 4 5 
1- FHT enables clients to receive  health care services in 
an easy manner  
     
2- FHT helps health care provider to provide an 
appropriate follow up of care 
     
3- Through the FHT you have received sufficient 
information regarding treatment . 
     
4- Through the FHT you have received sufficient 
information regarding choices made available to 
you. 
     
5-  FHT approach meets your health needs.       
6- The health care provider in the FHT you belong  to 
gives enough time to address with you your 
concerns . 
     
7- The family health team members provide services 
in a professional way  
     
8- The health care providers of your FHT showed 
interest  to your questions  
     
9- FHT approach has changed positively the way of 
providing health services—more person centric  
     
10- FHT provides enough cooperation’s between 
different services at the health center. 
     
11-  FHT has facilitated  your communication with all 
the  FHT members 
     
12-- FHT approach ensures comprehensiveness of 
provided health care   
     
13- FHT approach provides opportunity to decrease 
the spread of certain diseases 
     
14- FHT approach helps providers to better 
understand your health conditions 
     
15- FHT effectively engages my family in my health 
issues 
     
 
(   ) Yes            (   ) No Will you recommend the use of health services 
through FHT approach to any of your relatives 
and friends?  
1- 
 (   ) Regularly    
 (   ) When necessary 
 (   ) I don't feel will become her again 
You would like to come to the center for follow-
up? 
2- 
       Yes                       No               
Some extent 
Have the health services you received 
through FHT met your expectation? 
3- 
    Better                       Worse                If No, how did you expect the services to 
be? 
3.1 
      To high extent         Moderate          
Not satisfied 
How satisfied are you with the services 
received? 
4- 
What could be done to improve the FHT services (to make the services more better)? 
110 
 
………………………………………………………………………………………………………………………………………………………
……………………………………………………………………………………………………………………….………………………………
………………………………………………………………………………………………………………………………………………………
…………………………………………………………………………………………………………………………………………… 
What are the most things that you dislike of providing health services through FHT? (From your 
point of view) 
………………………………………………………………………………………………………………………………………………………
………………………………………………………………………………………………………………………………………………………
……………………………………………………………………………………………………………………………………………… 
 
What are your suggestions for improving the quality of service provided through FHT approach?  
………………………………………………………………………………………………………………………………………………………
………………………………………………………………………………………………………………………………………………………
……………………………………………………………………………………………………………………………………………… 
Thank you for co-operation 
Thank you 
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Annex (5): In-depth interview questions for health care providers and decision makers 
 
 
In-depth Interviews Questions with the health care providers and decision makers 
1. Before shifting from traditional provision of services to Family Health Team approach, 
do you think providers were ready for such shift? 
 
 If yes, how 
o Received training on Family Health Team approach 
o System readiness- e health 
o Monitoring tools 
 If no, why 
 
2. With regard to Family Health Team approach, do you have written protocols and 
technical instructions that you can use as references?  
Probing questions 
o If available, do you have access to such protocols? 
o If available, do you think your colleagues fully applying the written 
protocols, full compliance?  
 If no, why 
 If sometimes, why not all the time 
o Have you received training on those protocols?  
o Are these protocols up-to-date?   
o If you have the option, what could you add to the current protocol?  
 
3. From your perspectives, do you think the available human resources are sufficient and 
qualified to provide services through Family Health Team approach?  
Probing questions 
o The workload is suitable  
o The number of providers is appropriate 
o Providers are qualified  
o Providers are knowledgeable    
o Providers have all the required skills  
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4. Do you get the needed support from your administration?  
Probing questions 
o If yes, how? 
o If no, why? 
o How do you evaluate the interaction with your line manager? 
o Available monitoring tools? 
o Receiving regular feedback about your performance? 
 
5. From your perspectives, what do you think of the provided services through Family 
Health Team approach compared to the traditional approach of providing health 
services? 
Probing Questions 
o Opinion 
o Attitude 
o The workload 
o Quality of services 
 
6. From your perspective, to what extent the provision of services through Family Health 
Team approach meet clients’ needs?  
Probing questions 
o To large extend, how?  
 Quality of services 
 Continuity of care 
 Waiting time 
 Comprehensiveness of care 
o Not at all, why?  
 
7. From your perspective, to what extent the provision of services through Family Health 
Team approach meet provider’s needs? 
Probing questions 
o To large extend, how? 
 Worked load 
 Communication with colleagues 
 Professional development  
o Not at all, why?  
 
8. Compared to traditional approach of providing health services, do you think Family 
Health Team approach is more effectives in providing health services? 
Probing Questions 
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 If yes, How 
o Quality of care 
o Comprehensive of care 
o Continuity of care 
o Access to the service  
o Confidentiality 
 If No, why 
 
9. What are the main strength points of providing services through Family Health Team 
approach? 
 
10. What are the main weakness of providing services through Family Health Team 
approach? 
 
 
11. Do you have questions?  
 
 
 
Thanks a lot for your effort and time 
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Annex(6) Diagram shows the exact time of FHT Approach implementation 
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Annex (7): List of experts 
NO Name Position 
1- Dr  Yehia Abed Al Quds University 
2- Dr Bassam  Abu Hamad Al Quds University 
3- Dr Yousef Al jaish Islamic University 
4- Dr Ashraf Al Jaidy Islamic University 
5- Dr Ahmad Al Shaer Islamic University 
6- Dr Mahmoud Shaker UNRWA 
7- Dr Rihab QuQa UNRWA 
8- Dr Zohair Alkhatib UNRWA 
9- Dr Tamer Al Shaer UNRWA 
10- Dr Sameha Shaker MoH 
11- Jihad Okasha MoH 
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Annex (8):Helsinki approval 
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Annex (9) UNRWA –Health department 
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  القدس  جامعة
  الدراسات العلٌاعمادة
 لصحة العامةكلٌة ا
 
 
  سٌدتً/عزٌزي ٌا سٌدي
  الاستبيان": الموضوع"
 
رٌق صحة العائلة المطبق فً  ف نهجتقٌٌم"هذا الاستبٌان على استعداد لإجراء دراسة مٌدانٌة حول 
للحصول على درجة  "المراكز الصحٌة التابعة لوكالة الغوث الدولٌة فً محافظات قطاع غزة
موضوعٌة، بولذلك، ٌرجى ملء هذا الاستبٌان . رفً الصحة العامة قسم الادارة الصحٌةالماجستً
  .وسٌتم استخدام المعلومات الخاصة بك لأغراض البحث العلمً فقط
  . ٌقدر تقدٌرا ًعالٌا جهودكم فً دعم البحوث العلمٌة
 
 
 
  باحثال
  صافًٌل  أدهم خل
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Annex (11) Timetable of Thesis Research Activities 
 
8 
2018 
4/5 
2018 
2/3 
2018 
1 
2018 
11/12 
2017 
9/10 
2017 
5 
2017 
3/4 
2017 
Activity 
        Proposal Writing 
        Proposal defense 
and approval 
from Helsinki 
Committee 
&UNRWA 
        Development of 
instruments & 
check for validity 
        Training of 
personnel 
        Pilot Study & 
Modifications 
        Data Collection 
        Data Entry 
        Data cleaning & 
Analysis 
        Research writing 
        Dissemination of 
findings 
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